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EDITORIAL 


THE BASIC MEDICAL SCIENCES IN GRADUATE 
TRAINING IN ORAL SURGERY 


The objectives of the graduate training programs in general surgery and 
the specialties of surgery are to provide a higher standard of surgical care 
for the American public and to make available to the greatest possible num- 
ber of people the benefits of the best surgical technic and scientific knowl- 
edge. A steadily increasing emphasis on the importance of basic sciences in 
the training program of specialists in the field of surgery has been manifested 
for many years. Fifty years and more ago, the practice of surgery was largely 
centered in the great cities and the young surgeon in training was chiefly 
concerned in developing the best possible skill in operating. Such considera- 
tions as speed in operating through small incisions, devising special methods 
of suturing and other matters of technic were given undue prominence 
rather than the fundamental principles of surgery as we know them today. 
One of America’s most distinguished pioneer surgeons of that period, with 
a reputation of being one of the speediest operators of his time, gave up a 
most lucrative practice to devote himself to the advance of the science and 
practice of surgery along fundamental lines. Meticulous attention to surgical 
details rather than speed enabled him to become one of the world’s out- 
standing contributors to the surgery of his time. During this period, many 
surgeons in training and junior members of surgical departments took ad- 
vantage of opportunities, when available, to serve in departments of anatomy 
of associated medical schools as demonstrators to the undergraduate students. 
Such experiences constituted the only specific application of basic sciences 
in the training of the surgeon of that period. Many of our senior surgeons 
of today had such training. 

About the turn of the century an appreciation of the value and necessity 
of a study of advanced and applied pathology in addition to applied and 
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correlative anatomy became emphasized, for it was apparent that in the 
realm of inflammation, neoplasm or other surgical conditions, the surgeon 
should think beyond the immediate anatomic lesion and comprehend fully 
the life history of the disease process and its near and remote effects and 
sequelae. Before long, studies in anatomy and pathology were included in 
most good programs of graduate training in surgery. A limited attention to 
bacteriology was added or included with pathology in some of the programs. 


During the past quarter of a century a steadily increasing appreciation of 
the importance of physiology and biochemistry in the practice of surgery 
has resulted in the inclusion of these subjects as well as pharmacology as a 
means to greatly enlarging the possibilities of safe and curative surgery for 
many conditions heretofore considered inoperable and hopeless. Surgery 
has grown steadily into a closer relation with practically the whole field of 
basic medical science. 

The American College of Surgeons has made an intensive study of gradu- 
ate training in surgery and in the numerous specialties of surgery. Under 
the direction of an illustrious committee of nationally known surgeons, fun- 
damental requirements and minimum standards were established to ensure 
a general and widespread improvement in graduate training in surgery 
together with an increase in the opportunities available by affiliation with 
teaching hospitals. The primary purpose of all activities of the College is the 
general elevation of surgical standards with the ideal of making available 
to the greatest possible number of people the benefits of the best surgical 
care and scientific knowledge. Extensive surveys of existing programs in 
hospitals and of prospective hospital centers for training were made in 1937 
and in 1938. In 1939 the first list of 179 hospitals approved for graduate 
training and covering 369 programs was published. As of January 1, 1946, 
249 hospitals in the United States and Canada covering 578 programs have 
been approved. These are organized to train less than 1,400 surgeons and 
can with possible expansion accommodate about 2,000 surgeons in training. 
Three plans have been approved : 

1. Graduate training in surgery in university or teaching hospitals super- 
vised by departments of surgery of medical schools and graduate 
schools. 

2. Fellowships in recognized clinics and other organized groups. 

3. Additional plans of graduate training in surgery in selected hospitals. 

The sudden termination of the war and the return of about 18,000 recent 
medical graduates, the greater number with but a shortened internship 
experience and the remainder with interrupted graduate training, have pre- 
cipitated a tremendous responsibility upon the College of Surgeons and 
America’s hospitals and surgeons. It is estimated that at least 10,000 will 
require extended training in surgery and the surgical specialties. About 
250 additional hospitals must be encouraged and assisted in developing 
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programs to provide a total of approximately 3,000 residencies for the men 
returning from the armed services. This will still be short of the estimated 
needs by a few thousand and the Veterans Administration Hospitals are 
being reorganized and developed to assist in meeting the problem. Graduate 
training was afforded a prominent place on the programs of the regional 
meetings of the College of Surgeons this year. It was estimated that, in 
order to meet the demand, it would be necessary to provide a preceptorship 
form of training with accredited surgeons in private practice after the gradu- 
ate student had had an adequate training in applied basic sciences and in 
the fundamentals of general surgery or the specialty concerned. 

Reynolds’ discusses the problem of establishing graduate training pro- 
grams as follows: “The greatest obstacle to most hospitals in setting up 
graduate training in surgery programs is an arrangement for study of the 
basic medical sciences. It is difficult to lay down a definite program for 
graduate training in the basic sciences as there still exists a difference of 
opinion as to just what constitute the basic sciences in relation to surgical 
training, or, at least, to what extent and when these should enter into the 
graduate program. Authorities, however, seem to agree that they include 
anatomy, physiology, biochemistry, pathology, bacteriology, and roentgenol- 
ogy, and that at the graduate level they should be taught by the applicatory 
system so far as possible. Some believe that they should be taught over a 
period up to twelve months at the beginning of the training program, or in 
a subsequent year, whereas others believe this training can be obtained 
throughout the several years of residency in hospitals well organized for 
educational purposes. The latter lean especially to the idea of the resident 
obtaining this training through special research projects so far as practi- 
cable. Perhaps the consensus is that so far as pathology and roentgenology 
are concerned, hospitals which have competent pathologists and radiologists 
on their staffs may be able to arrange teaching programs right in the hos- 
pital throughout the residency. The same is true of biochemistry and bac- 
teriology which can usually be taught by practical experience in the labora- 
tories. For the teaching of anatomy and physiology, on the other hand, 
definite medical school affiliations are most desirable, although there will be 
cases of hospitals which can furnish excellent resources for study even in 
these subjects. In general, however, hospitals cannot provide opportunities 
for cadaver dissection owing either to lack of facilities or to legal restrictions.” 

“In approving hospitals for graduate training, full consideration is given 
to all of the factors involved in a given situation, with proper credit for 
resourcefulness in devising ways of giving the students adequate training; 
there is no set pattern that will govern all cases, and no intention to handicap 
certain hospitals by adhering to a rigid, specific plan that they cannot possibly 
meet.” 


1. Reynolds, Charles R.: Graduate Training in Surgery and the Surgical Specialties. 
Bull. Am. Coll. Surg. 30: 101, June 1945. 
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“Special skills are best developed through systematic educational pro- 
grams, in selected hospitals, whereby the fundamentals of medicine and 
surgery are mastered before training is narrowed to and concentrated upon 
the specialty. Appreciation constantly grows of the necessity of understand- 
ing the functioning of the body as a whole before success can be expected 
in treating any part of it. The day is near when hospitals generally will 
extend privileges to practice a specialty in their institutions only to those 
who have had the requisite general and special training to insure compe- 
tence. Many hospitals already limit privileges in this manner, no longer 
recognizing the physician who elects to practice surgery and the surgeon 
who elects to practice a surgical specialty without first obtaining the proper 
training in an approved institution.” 

In order to evaluate the place of the basic sciences in the programs, visits 
were made to thirty-four larger and smaller medical schools and hospitals 
and twenty-five nonteaching hospitals with approved programs and to 
certain hospitals now preparing to undertake graduate training. 

Miller® states: “These visits were used to some extent for the obtaining 
of statistical data regarding differences in the programs but still more, 
through interviews with members of the staff who are responsible for differ- 
ent phases of the training, they were used to gain an idea of the develop- 
mental background behind the differences. The interviews also offered 
opportunity for a frank discussion of the experiences in each institution as 
to points of special strength or weakness, and the present trend of their 
efforts to improve the program. 

“Geographically, the contacts have covered the country widely in order 
to include any significant regional variations and trends.” 

The objectives of basic science training are discussed at length by Miller, 
who states*: “It is necessary to visualize as clearly as possible the objectives 
toward which the basic science work of a graduate training program in 
surgery is directed. These objectives may be variously expressed and must 
be permitted a certain variation of emphasis in different institutions and 
under varying conditions. 

“The broad general objective of graduate training in these specialties is 
to provide for the country the highest level of surgical care by furnishing, 
under competent instruction and supervision, the best possible training in 
both surgical skill and surgical judgment. 

“Another objective is the development, in the future specialist, of a 
scientific interest and background which will make him capable of using 
such opportunities as may be present in his work for contributing to the 
advancement of medical science. 


2. Ibid., p. 102. 


3. Miller, George H.: The Basic Medical Sciences in Graduate Training in Surgery. 
Bull. Am. Coll. Surg. 30: 104, June 1945. 


4. Ibid., p. 105. 
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“The emphasis on the basic medical sciences in the training program, 
while directed toward the broad objective referred to, bears most heavily 
on that which is regarded by many as the more important and more difficult 
phase of training: the development of surgical judgment. For this, it must 
be applied basic science. It is applied in many ways but especially in the 
scientific study of patients and in the acquiring of a clear understanding of 
the fundamental interpretations of clinical phenomena in the special field. 
Developed in this way, the basic sciences are removed from the status of 
review work and should be of real graduate caliber. They also take on a 
new interest by revealing a threefold goal: thorough training, improved 
care of patients, and contribution to science. 

“Some unfortunate misconceptions have arisen from failure to regard the 
applied basic sciences as advanced work at a graduate study level. Follow- 
ing are misconceptions most commonly met: 

1. Review courses are needed because the resident has forgotten details 

of his undergraduate courses. 

2. The basic science requirements of the College and of the Specialty 
Boards are academic hurdles which require special basic science study 
to clear but are of no further concern. 

3. Lectures by a preclinical teacher can cover failure of the clinical staff 
to make adequate application of basic sciences. 

4. Basic science requirements can be met by giving the resident training 
in the technics of the diagnostic laboratory of the hospital.” 

In discussing these misconceptions, Miller states that review study is 
necessary but is not done best in formal review courses of undergraduate 
work but instead is undertaken to meet the demands of advanced work of 
the training program. These “demands may consist in assigned participa- 
tion in well organized seminar programs and clinical conferences and should 
be evidenced at ward rounds and clinics if these are kept at a high instruc- 
tional level.” In commenting upon the basic sciences as hurdles he states’ : 
“The idea that the basic sciences are hurdles is not entirely in error. Certainly 
as requirements for qualification, they assume this character. The error lies 
in treating them as nothing more than hurdles when, in reality, meeting these 
requirements should be evidence of an established quality in professional 
work and development.” 

The use of undergraduate lectures in graduate training is considered 
unsatisfactory by Miller in that they are not applied basic science nor are 
they graduate work under average conditions. He states®: “If a hospital is to 
use university courses to supplement its training program in the applied basic 
sciences, such courses should be given by teachers prepared for this graduate 
work and having a knowledge of the clinical problems sufficient to permit 
them really to present the application of the basic sciences.” 


5. Ibid., p. 105. 
6. Ibid., p. 106. 
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Experience in the diagnostic laboratories should not be in the nature of 
training the graduate student as a laboratory technician but rather to 
acquaint him with the range of usefulness and limitations of the more elabo- 
rate procedures of the laboratory in his special field. Exceptions to this con- 
cept will arise in the cases of graduate students who are engaged in special 
research problems dependent on laboratory procedures. 

It is obvious that such a large number of individual programs, which by 
force of postwar needs must be trebled, will show marked differences in 
content and over-all efficiency. The hospital pathologist can assure a fully 
adequate experience in applied pathology by organizing and segregating the 
gross and microscopic material with case reports, reprints, reading refer- 
ences, etc., for study by the graduate students. In many of the larger hos- 
pitals, surgical pathology laboratories have been set up by the respective 
surgical specialties. A minimum of six months’ work in applied pathology is 
considered necessary and it is, of course, imperative that the graduate stu- 
dent, throughout his training period, follow through and study all patho- 
logic material from his service. 

Applied bacteriology, physiology, biochemistry and pharmacology are 
such essential considerations in the study and treatment of patients that 
advanced study of these basic sciences must be centered in the clinical work 
of the hospital. The staff surgeons are expected to be continuously respon- 
sible for this teaching with the help of specialists from the preclinical 
departments at conferences and seminars. As previously noted, the empha- 
sis of modern surgery is now on physiology and biochemistry with the result 
that morbidity and mortality rates are steadily declining by virtue of im- 
proved preoperative management, safer anesthesia, improved treatment of 
shock and better postoperative care. These applied basic science funda- 
mentals to surgery are outlined by Peltier and Kolouch’ as (1) “a careful 
preoperative determination of the cardiovascular-renal pulmonary reserve of 
the patient with correction of such abnormalities when found; (2) careful 
and adequate preoperative preparation of the starved and/or dehydrated 
patients with careful attention to the establishment of adequate hydration, 
proper electrolyte balance, replenishment of protein stores, replacement of 
lost hemoglobin, and correction of vitamin deficiencies; (3) recognition and 
performance of deliberate, physiologically sound surgical procedures car- 
ried out with a minimum of unnecessary trauma, careful hemostasis, thor- 
ough asepsis and use of proper suture materials and technics; (4) measure- 
ment of blood and fluid losses with volumetric replacement during surgery; 
(5) employment of safe anesthesia which affords maximum relaxation 
with a minimum depression and anoxia, administered by competent, alert 
anesthetists; (6) and finally, a planned management of convalescence with 

7. Peltier, L. F. and Kolouch, Fred: Evaluation of Early Ambulation in Surgical 


Convalescence. Staff Meet. Bull., Hospitals of the University of Minnesota, 17:371, 
May 31, 1946. 
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a definite routine directed toward the prevention of disabling or even fatal 
postoperative complications. 

“Preoperative care and good technical surgery are recognized methods 
for improving postoperative morbidity and mortality. The importance of a 
planned routine for the management of postoperative convalescence had only 
recently begun to excite the interest of physiologists and clinicians.” 

The modern surgeon recognizes more than the purely anatomic-pathologic 
concepts of surgical problems and regards the patient as an integrated, 
physiologic mechanism whose disease must be treated with the minimum 
risk to life and with maximum assurance of a good functional end result. 

It is of interest to note that, in the resurvey by the American College of 
Surgeons of the thirty-four hospitals, length of the training period in the 
larger teaching hospitals varied from three to eight years and in half of 
these, the training program was of five or more years’ duration, while the 
other half had programs lasting either three or four years. 

This rather extensive review of the concepts and problems of the College 
of Surgeons program is presented to enlighten oral surgeons who are asso- 
ciated with hospitals caring for large numbers of patients with oral surgical 
conditions, as well as to inform teachers of oral surgery with similar uni- 
versity hospital assignments. The demand for graduate training in oral 
surgery is very great and is increasing with the separation of large numbers 
of dental officers from the services. Graduate training in oral surgery has 
been under consideration by a special committee of the Oral Surgery Sec- 
tion of the American Association of Dental Schools for several years. Its 
findings and recommendations have been approved by the Association, the 
College of Dentists, the American Society of Oral Surgeons and in principle 
by the members of the Council on Dental Education and the Trustees of 
the American Dental Association. An outline of the approved plan and 
minimum standards has recently been published.* The present programs 
in four universities will accommodate but a limited number of graduate 
students: probably less than twenty-five. Several hundred applications have 
been made for enrollment in these courses which lead to a graduate degree. 
It becomes obvious that the situation may be handled by adopting the con- 
cept of the College of Surgeons program which is based on the assumption 
that probably less than one-third of the graduate students will qualify for 
an advanced degree. It is further evident that adequate basic science instruc- 
tion can be arranged for in more than two hundred hospitals approved 
by the College of Surgeons in which the amount of inpatient and outpatient 
material justifies a graduate program in oral surgery. It is obviously the 
responsibility and opportunity of the oral surgeons of these hospitals to 
organize such programs. They will find the hospital pathologists and other 
basic science staff members more than willing to cooperate in a program 


8. Waldron, Carl W.: Graduate Training in Oral Surgery. J. Oral Surg. 3: 265-269 
October 1945. 
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of advanced training in oral surgery. It requires the interest and full cooper- 
ation of all concerned. The recently published minimum standards for 
dental internships and residencies, the result of the collaboration of the 
Council on Professional Practice of the American Hospital Association and 
the Hospital Dental Service Committee of the American Dental Association, 
will prove of great assistance in organizing training programs. It is antici- 
pated that the minimum standards of hospital dental services will soon be 
published to encourage the reorganization and adequate functioning of 
many dental departments as well as to encourage the establishment of serv- 
ices where none are present. The proceedings of the Hospital Dental Service 
Section of the American Dental Association should add impetus to the pro- 
gram when full scale meetings are resumed. 


Meanwhile, no time should be lost in meeting the needs of returned vet- 
eran dental officers. A number of oral surgeons in certain universities have 
been unable to arrange for basic science courses in the required subjects 
because of the difficulties of providing a formally organized year of basic 
instruction to a small group of men. This is a result of the slow recovery 
of the medical school faculties from the problems of acceleration. I am 
of the opinion that a large number of medical schools must now be giving 
special courses to returned medical men in the various basic sciences. Many 
of these will be repeated several times. It is obvious that for the next two or 
three years there will not be many instances where the teachers in the basic 
sciences will be in a position to organize separate or special courses designed 
for dentists who will continue clinical work in oral surgery. For example, 
at Minnesota a course in general and tumor pathology is just being com- 
pleted. Four or five of our dental graduate students are taking this course 
which, though not quite ideal, will be of considerable service to them. On 
July 1 there will be repeated a course in physiology and biochemistry 
which many of our graduate students will take. Other courses in bacter- 
iology, anatomy and other subjects will be given from time to time. I feel 
that we must make the best of the situation as we find it and not hold up 
the program until such time as a considerable number of universities can 
develop distinctly separate courses, for the present demand is too great. The 
special courses that are being given to the returning medical officers are 
obviously rather difficult for the dental graduate, but altogether, the expe- 
riences gained from such courses and the contacts with the medical men 
taking these courses are well worth while. 

As far as the American Board of Oral Surgery is concerned, I am sure 
that the fact that such a course has been taken or even audited without 
credit will be sufficient qualification in basic sciences for examination by 
the board. The dentist who plans to continue working for a graduate degree 
must, of course, present satisfactory grades and a good scholastic record in 
order to qualify for registration in a graduate school. In conformity with 
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the American College of Surgeons program, it is, I feel, possible for a large 
number of universities to have the dental graduate take the necessary basic 
courses and apply himself to the related study of oral pathology and also 
attend oral surgery courses, seminars, etc., without interfering with the 
routine activities of an institution. With this background he can easily go 
where clinical material is great or assist an accredited oral surgeon whose 
activities are diversified and include a considerable amount of hospital oper- 
ating. This type of postgraduate training will be fully acceptable to the 
board and qualify that graduate for examination. 

As has been stated, all requirements in applied basic science training in 
oral surgery, except in physiology and anatomy, can be fulfilled in hospitals 
approved for graduate training in surgery by the College of Surgeons. A 
considerable amount of applied physiology can be obtained in these hos- 
pitals. However, the oral surgeon should, if possible, take formal courses, 
or, if such are not available, he should undertake prescribed study in the 
subject of bone growth, regeneration and repair, shock, blood loss and the 
physiology of the circulation, nutrition, including protein metabolism in 
relation to surgery, dysfunction of the endocrine glands in relation to oral 
surgery and the physiology of the facial muscles and the muscles of mas- 
tication. 

At some time in his training the oral surgeon should arrange for advanced 
work in anatomy of the head and neck including dissections, cross section 
anatomy and correlated anatomic study through the approach of conven- 
tional incisions. 

It is the duty and responsibility as well as the privilege of the experienced 
oral surgeons of America in behalf of the public and the returning dental 
officers to support unselfishly and wholeheartedly the new approved pro- 
grams for hospital dental services, internships and residencies. They should 
enter actively into the reorganization of these programs and into the organi- 
zation of new services and thus uphold the best tradition of the healing art. 


W. WALDRON. 


REQUIREMENTS FOR THE APPROVAL OF 
HOSPITAL INTERNSHIPS AND RESIDENCIES* 


HOSPITAL DENTAL INTERNSHIP 
I. DEFINITION 


A hospital dental internship is a form of professional education beyond 
the undergraduate level which offers special opportunity for clinical expe- 
rience and advanced training in dental science and practice. The dental 
graduate who accepts a dental internship is regularly appointed to the house 
staff of a general or special hospital approved for the treatment of bed- 
confined patients and ambulatory dispensary patients. The dental intern 
resides in the hospital and works and studies under the supervision of the 
hospital staff. The internship is a full-time service usually for a period of 
one year. 


II. PURPOSE 


The fundamental purpose of the hospital dental internship is to broaden 
the graduate’s clinical experience by affording him opportunities for viewing 
and following throughout their clinical progress, those conditions not usually 
common to the clinic of the dental school and especially to enlarge his 
knowledge of oral and systemic relations in health and disease. 


III. TRAINING 


The Council will expect the training program to be arranged so that the 
dental intern, by the end of his year of service, will have increased his knowl- 
edge and experience in at least the following fields: 

(1) In the recognition of oral manifestations of systemic diseases. 

(2) In the recognition of abnormalities and diseased conditions in the 
oral cavity and associated parts requiring surgical or medical treatment and 
in making a complete diagnosis of those diseases and disorders usually 
treated by the dentist in his private practice. 

(3) In the evaluation of the patient’s physical ability to undergo anes- 
thesia, general or local, for oral surgery. 

(4) In the employment of surgical judgment in regard to the time for 
and extent of oral surgery safest for the patient. 

(5) In the correlation of surgical and other types of dental health service. 

(6) In the differentiation of the indications and contraindications for 


*Approved by the Council on Dental Education, February 26, 1946. 
Reprinted from J.A.D.A. 33:508, April 1, 1946. 
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surgical intervention of the more common abnormalities and diseases involv- 
ing the oral cavity. 

(7) In the understanding of the value of and indications for hospitaliza- 
tion for oral surgery. 

(8) In the prevention of shock during or following dental operations and 
in the treatment of the patient when shock occurs. 

(g) In the treatment of the following conditions: (a) hemorrhage asso- 
ciated with the extraction of teeth and with wounds occurring in the mouth; 
(b) abnormalities of the oral cavity, such as irregular or excessive alveolar 
process, exostosis and torus palatinus; (c) acute inflammatory conditions 
arising about the teeth and adjacent tissues; (d) chronic periapical infec- 
tions and their sequelae; (e) wounds and injuries of the soft tissues of the 
oral cavity; (f) root fragments and foreign bodies about the alveolar process; 
(g) injuries to the teeth and alveolar process; (h) fractures of the maxilla 
and mandible; (i) dislocation, subluxation and other minor disturbances of 
the temporomandibular articulation; (j) benign tumors and cysts of the 
jaws not requiring major resection of the bone; (k) salivary duct calculi; 
(1) incision and drainage of cellulitis and abscesses of dental origin. 

(10) In the use of chemotherapy, antibiotics and radiation therapy. 

(11) In the administration of general and regional anesthesia for major 
and minor oral surgery. 

(12) In the conduct of postoperative treatment in oral surgery. 


IV. GENERAL SCOPE OF ACTIVITIES 


The dental intern will be expected to assist in the care of patients and to 
have charge of the treatment of some patients under the guidance and 
supervision of the hospital staff. His experience will include examination 
and dental care of patients; the taking of case histories and the preparation 
of diagnostic charts; acting as assistant in the operating room for oral sur- 
gical operations; the performance of minor operations under supervision; 
attendance upon and participation in staff meetings; service in the hospital 
laboratories and x-ray departments and attendance upon autopsies. 


V. RECORDS 


The Council suggests that hospitals keep a record of each intern’s work. 
Such information may be supplied to the chief of the dental service by the 
intern himself on special forms where space is provided for data, such as the 
period of time covered, the service, the number of patients admitted on serv- 
ice, the number of histories and oral examinations completed by the intern, 
the number of anesthetics given by him, the number of operations performed 
by him and the number in which he has assisted, the number of autopsies 
attended, the hours spent in the laboratories and the number of lectures, 
clinics and conferences attended. 
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VI. STATUS 


The Council will expect dental interns to enjoy the same privileges, ac- 
commodations and perquisites provided by the hospital for interns in other 
services. The Council will also expect that hospitals will issue to the dental 
intern a certificate of accomplishment upon the completion of the internship. 


VII. HOSPITALS ELIGIBLE FOR APPROVAL 


To be eligible for the training of dental interns, hospitals and sanatoriums 
coming under the purview of the Council on Medical Education and Hos- 
pitals of the American Medical Association must be registered and approved 
by that agency; and hospitals and sanatoriums not coming under the pur- 
view of that agency must be approved by the Committee on Hospital Dental 
Services of the American Dental Association. In either case, the hospital 
departments of dentistry must be approved by the Committee on Hospital 
Dental Services of the American Dental Association. 


VIII. APPLICATION FOR APPROVAL 


Hospitals that desire to be approved for dental intern training should 
apply to the Council on Dental Education of the American Dental Associa- 
tion, 222 East Superior St., Chicago 11, Il. 


HOSPITAL DENTAL RESIDENCY 


I. DEFINITION 


A dental residency is a progressive and graduated educational experience, 
under hospital auspices, designed for the dental graduate who has com- 
pleted a dental internship in an approved hospital, which should give oppor- 
tunity for proficiency in a specialized field of practice or research and the 
educational background for continued development in a special field. A 
sufficiently prolonged and continuous period of full-time training is pre- 
supposed. 

The Council will approve straight residencies and mixed residencies. 
Straight residencies are services of one or more years in a specialized field, 
following approved internships. Mixed residencies are general hospital as- 
signments following approved internships. A mixed residency covers more 
than one but not all of the clinical specialties. 


II. PURPOSE 


While residencies in general are planned to train dentists for specialties, 
the Council recognizes that residencies can supply the need in small com- 
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munities for well-trained men who will practice oral surgery, periodontia, 
prosthodontia, orthodontics and pedodontia in connection with general 
practice. 


III. STAFF 


The Council will expect the hospital to have an organized staff of den- 
tists. The particular specialties in which residents are being trained should 
be represented on the staff. 

In general hospitals, the dental staff should have a definite departmental 
organization in the branches of dentistry in which straight residencies are 
offered. The director of each service should be competent in his field. He 
should assume direct responsibility for the training of residents. 

There should be at least monthly clinical-pathologic conferences or other 
regular staff meetings at which histories and clinical observations in selected 
cases may be reviewed, particularly when autopsies have confirmed or 
altered the diagnosis. In addition to meetings of the staff as a whole, it is 
expected that departmental conferences will be conducted in which residents 
may take an active part to the end that the character of the service given 
by that department to its patients may be recurringly evaluated. 


IV. TRAINING PROGRAM 


Residencies are designed primarily to meet the requirements for special 
practice. In all instances, the term of service should be at least twelve 
months and might be extended to two or more years when suitable facilities 
are available. 

Aside from the daily contact with patients and staff, the assumption of 
responsibility is the most valuable aspect of residency. Consequently, as 
ability is demonstrated, an increasing amount of reliance should be placed 
in the judgment of residents, both in diagnosis and in treatment. 

Residents should be given an opportunity to contribute to the effective- 
ness of the hospital service by some investigative work. This may take the 
form of research in the hospital laboratories or wards, summaries of dental 
literature or the preparation of statistical analyses derived from the hospital 
record department. Dental residents should engage in teaching activities, 
particularly in relation to the training of interns and nurses. 

The effectiveness of a residency program depends largely upon the quality 
of dental supervision and teaching. It is important, therefore, that methods 
of instruction be employed which are best suited to the special field. Empha- 
sis should be placed on chairside and bedside. instructions, teaching rounds, 
departmental meetings or seminars, clinical-pathologic conferences and on 
demonstrations and lectures. The review of dental literature is an essential 
feature of residency training. Likewise, the study of basic sciences as required 
should be integrated with the clinical experience. 
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In the operative divisions, it is desirable that facilities be available for ana- 
tomic dissection and experimental surgery on animals or on the cadaver. 


V. RECORDS 


It is important that all institutions approved for residences should keep 
records of the experience and training of residents. 


VI. STATUS 


The Council will expect dental residents to enjoy the same privileges, ac- 
commodations and perquisites provided by the hospital for residents in other 
services. The Council will also expect that hospitals will issue to the dental 
resident a certificate of accomplishment upon the completion of a residency. 


VII. HOSPITALS ELIGIBLE FOR APPROVAL 


To be eligible for the training of dental residents, hospitals and sana- 
toriums coming under the purview of the Council on Medical Education 
and Hospitals of the American Medical Association must be registered and 
approved by that agency; and hospitals and sanatoriums not coming under 
the purview of that agency must be approved by the Committee on Hospital 
Dental Services of the American Dental Association. In either case, the hos- 
pital departments of dentistry must be approved by the Committee on Hos- 
pital Dental Services of the American Dental Association. 

Institutions desiring to be approved for residencies should apply to the 
Council on Dental Education of the American Dental Association, 222 East 
Superior St., Chicago 11, Ill. Application blanks will be furnished and ar- 
rangements made for a personal visit of inspection by a member of the 
Council’s staff—Committee on Hospital Dental Internships and Residen- 
cies: W. N. Hodgkin, chairman; W. H. Archer; M. W. Carr. 


FELLOWSHIPS FOR DENTAL GRADUATES 


The School of Dental and Oral Surgery of the Faculty of Medi- 
cine, Columbia University, announces the establishment of a 
limited number of fellowships for graduates of dental schools. These 
fellowships will offer opportunity for study in the following basic 
science departments of the University: anatomy, bacteriology, bio- 
chemistry, pathology, pharmacology and physiology. 

For further information regarding qualifications and stipend, 
address the Dean of the Faculty of Medicine, Columbia University, 
630 West 168th Street, New York City. 


i 
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MIXED TUMORS OF THE LIP 
Josepu L. Bernier,* D.D.S., M.S., Washington 


In 1859, Billroth’ described a group of tumors arising from the salivary 
glands as painless, slow-growing, often multiple, and containing varying 
amounts of mucoid and cartilaginous stroma. His histologic description of 
these tumors was so comprehensive that little has been added since that 
time. Minssen,? discussing these lesions in 1874, used the term “mixed 
tumor,” a designation in general use today. Certain investigators have sug- 
gested classifications of these tumors together with appropriate terminology, 
but for the most part they are still described by this generic term. There 
seems to be no necessity for reviewing the literature in detail, since Hellwig,’ 
Allen,* and others have recently published rather complete reviews. 

The origin of these tumors has aroused much discussion. Through the 
years, three theories have enjoyed periods of popularity. The first of these, 
that of mesenchymal origin, was suggested by Virchow,° who associated 
these tumors with the connective tissue components of the gland, particu- 
larly the interlobular and capsular portions. For a while this theory was 
accepted, its proponents believing that the epithelial portion of the tumor 
was derived from vestiges of the gland parenchyma. Volkman® suggested 
a modification by attributing the myxoid stroma and cartilage to endothelial 
metaplasia. Cohnheim,’ Chevassu,* and others advanced the second theory, 
that of bidermal origin. According to their view these tumors arose from 
enclaved remnants of the branchial arches. Another exponent of this theory 
was McFarland,°® who explained the manifold histologic appearances of 
the tumors on the basis of the type and diversity of the structures involved. 
The third theory, that of epithelial origin, first suggested by Hinsberg,”® 


*Lieutenant Colonel (DC) AUS. Pathologist to the Registry of Dental and Oral 
Pathology of the American Dental Association, Army Institute of Pathology, Washing- 
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enjoys fairly widespread acceptance today. Allen, in a comprehensive trea- 
tise on the histogenesis of mixed tumors of the mammary gland, expressed 
the belief that, contrary to the concepts of specificity of germ layers, “‘carti- 
lage in these tumors appears to arise directly from the adult epithelium, and 
that this ‘epithelial cartilage’ is totally like true cartilage as judged by known 
morphologic, biochemical and tinctorial criteria.” More recently Hellwig,’ 
in an excellent paper, has suggested origin from misplaced elements of the 
notochord which would account for the high incidence of mixed tumors 
in the parotid gland, a point which he believes is not sufficiently emphasized 
by most investigators. 

Of particular interest is the recent work of Stewart, Foote and Becker," 
who reported detailed examinations of approximately 700 mixed tumors. 
They suggested the term “muco-epidermoid tumors” for certain lesions 
exhibiting a reasonably clear-cut association with the epithelium of the 
striated and excretory ducts. The tumors in this group were all similar in 
that mucin stains were positive and epidermoid tendencies of the epithelium 
component, although variable, were always demonstrable. Further refer- 
ence to this particular group of tumors will be made later. 

Although numerous references to mixed tumors in both the major and 
minor salivary glands may be found in the literature, few articles have been 
devoted to those affecting the lips. The only contribution of any extent 
was that of Eggers’* who, in connection with his report of a case of mixed 
. tumor of the upper lip, reviewed the readily accessible cases in the literature. 
However, he omitted a few cases on which the information was incomplete 
and also a series of Paget’s'* which lacked observations on the histology. 
Eggers quoted no report in which more than three cases were attributed 
to any single author. This suggests how seldom mixed tumor of the lip 
occurs. Because so little information exists concerning this rare tumor, I 
have reviewed cases collected at the Army Institute of Pathology in the 
hope of throwing some light on some of the problems presented by mixed 
tumor of the lip. 


MATERIALS 


This report is based on an examination of thirty-eight primary mixed 
tumors of the lips (Table 1). Materials and records were available at the 
Army Institute of Pathology where they had been collected through the 
Registry of Dental and Oral Pathology of the American Dental Association. 
The clinical data were abstracted in the usual manner and are summarized 
in the accompanying tables. Detailed discussion and explanation of these 
data appear elsewhere. Histologic studies included hematoxylin and eosin 


11. Stewart, F. W.; Foote, F. W., and Becker, W. F.: Ann. Surg. 122:820, 1945. 
12. Eggers, H. E.: Arch. Path. 26:348, 1938. 
13. Paget, J.: Lectures on Tumours. London: Wilson and Ogilvy, 1851, p. 83. 
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Table 1. 

Age Sex Race Duration Location 
36 M Ww 3 mo. Upper lip, right 
75 F WwW 4mo. Upper lip, right 
47 M WwW 10 yrs. Upper lip, right 
27 M WwW 13 yrs. Upper lip, right 
22 M WwW 2 mo. Upper lip, right 
27 M WwW 1 yr. Upper lip, right 
26 M WwW 10 yrs. Upper lip, right 
37 M WwW 2 yrs. Upper lip, right 
37 M WwW 3 yrs. Upper lip, right 
29 M WwW 7 yrs. Upper lip, right 
41 M WwW 2 yrs. Upper lip, right 
24 M W I yr. Upper lip, right 
29 M WwW _ Upper lip, right 
21 M Ww 9 mo. Upper lip, right 
38 M WwW 10 yrs. Upper lip, right TOTAL 15 
35 M W 5 yrs. Upper lip, left 
25 M W 3 yrs. Upper lip, left 
22 M WwW 5 yrs. Upper lip, left 
37 M WwW 4 yrs. Upper lip, left 
21 M WwW 3 yrs. Upper lip, left 
19 M W 3 mo. Upper lip, left 
21 M WwW 6 mo. Upper lip, left 
28 M Cc 1% yrs. Upper lip, left 
30 M WwW 3 mo. Upper lip, left 
26 M Ww 4 yrs. Upper lip, left 
27 M WwW 2 mo. Upper lip, left 
31 M C 5 yrs. Upper lip, left 
40 M Cc 9 mo. Upper lip, left 
83 F WwW 5 yrs. Upper lip, left 
34 M Ww 2 yrs. Upper lip, left 
37 M W 3 mo. Upper lip, left 
54 M W 15 yrs. Upper lip, left 
26 M WwW 2 yrs. Upper lip, left 
30 M WwW 1 yrs. Upper lip, left TOTAL 19 
24 M Cc 2 yrs. Upper lip, midline 
23 M W 8 mo. Lower lip, right 
47 M WwW 7 yrs. Lower lip, left 
25 M Ww 3 mo. Lower lip, left 


and special stains on selected sections from each of the tumors. All tissue 
was embedded in paraffin. 


GENERAL DISCUSSION 


Mixed tumors of the salivary glands at the Army Institute of Pathology 
total slightly less than six hundred. This figure includes tumors arising in 
both major and minor glands as well as in the lacrimal glands, but only 
those which can readily be diagnosed as mixed tumors. Of this group, 
thirty-eight tumors, or a little more than 6 per cent, affected the lips. 
Papillary cystadenoma lymphomatosum, adenocarcinoma, carcinoma, and 
other such malignant lesions are not included in this category. 

While mixed tumors may occur at any age, it is generally believed that 
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Table 2.—Summarized Data from Table 1 


Race: Number PerCent | Sex: Number Per Cent 
White 35 92. Male 36 94.7 
Colored 3 8. Female 2 5-3 

Total Cases 38 100.00 | Total Cases 38 100.00 


Average Age: 33.2 years 
Average Duration: 3.8 years 


the greatest number are seen between the ages of twenty and forty. Stein and 
Geschickter’* stated that mixed tumors were generally found in this age 
group while malignant tumors of the salivary glands were usual in the group 
over 45 years of age. In our series, the average age of the patient when 
first seen was 33.2 years. The average duration, calculated from the his- 
tories, was 3.8 years, a figure somewhat lower than that for mixed tumors 
elsewhere in the body. The location of these tumors on the lips, where 
they could be readily recognized, could account for this variation. Thirty- 
six, Or 94.7 per cent, occurred in men, and two, or 5.3 per cent, in women. 
Thirty-five, or g2 per cent, affected white persons, and three, or 8 per cent, 
colored persons. This data is summarized in Table 2. It is questionable 
if these figures as to sex and race distribution can be considered of great 
importance since most of our cases came from the armed forces, a predom- 
inantly young, male group. The percentages of sex incidence, in particular, 
are in sharp contrast with those given by Hellwig, Ahlbom,'’ and others 
who reported a higher percentage in women. However, their figures were 
based on mixed tumor in all the usual locations, not on the lips alone. 

The distribution of the tumors in our series is striking (Table 3), thirty- 
five, or 92 per cent, having been situated on the upper lip, and three, or 
8 per cent, on the lower lip. This is in keeping with the findings of Eggers, 
whose group of sixty-four cases included only four on the lower lip. Only 
one tumor, 2.7 per cent, occurred in the midline, sixteen, or 42 per cent, 
being on the right side and twenty-one, or 55.3 per cent, on the left. Thus 


Table 3.—Distribution of Tumors 


Distribution of 38 cases: 
Number Per Cent 


Upper Lip Right Side 15 39.3 

Left Side 19 50.0 

Midline I 2.7 Total Upper Lip 35 
Lower Lip Right Side I 2.7 

Left Side 2 5-3 Total Lower Lip 3 
Total Number of Cases: 38 100.00 38 


14. Stein, I., and Geschickter, C. F.: Arch. Surg. 28:492, 1934. 
15. Ahlbom, H. E.: Acta radiol., 1935, supp. 23, 1. 
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there was no apparent predilection for either side in lesions affecting both 
the upper and the lower lips. 


HISTOGENESIS 


The frequent occurrence of mixed tumors on the upper lip might be 
explained by the rather complex embryologic background of the upper 
arch. It is conceivable that enclavement of epithelial remnants might well 
take place at the time of fusion of the palatine processes with the medial 
nasal process, the location of the tumors on either side of the lips tending 
to give weight to this suggestion. Initially the fusion of these processes is 
an epithelial suture which is soon “broken up” by ingrowing and prolifer- 
ating mesoderm. Thus, epithelial rests may remain in this area, such foci 
often resulting in the formation of globulomaxillary cysts. It is possible that 
this process might also lead to the formation of mixed tumors in this location. 

Such speculation is contrary to another theory, that of metaplasia of the 
basal cells of the striated and excretory ducts. Stewart, Foote, and Becker 
are of the opinion that this process can be readily demonstrated in the 
formation of muco-epidermoid tumors. They describe it as a normal and 
continuous activity in the salivary gland ducts, which is accentuated in cases 
of chronic interstitial sialadenitis. Through this metaplasia of the basal 
cells, mucous cells are produced either by direct transformation or through 
the formation of an intermediate columnar cell. 

It is interesting to note, however, that mixed tumors are common in the 
parotid gland, which, unlike other usual sites, is a serous gland. If the theory 
of metaplasia of the ductal epithelium can be accepted, one must explain the 
relative scarcity of these tumors in mucous glands where the production of 
mucous cells is obviously much greater. Since the superior and inferior 
Jabial glands are largely mucous, it should follow that the incidence of 
muco-epidermoid tumors in their substance would be somewhat higher. 
This, however, does not appear to be the case. For this, as well as other 
reasons, it seems likely that the process of ductal metaplasia as an etiologic 
factor does not meet all the requirements for establishing the histogenesis 
of these tumors. 


HISTOLOGY 


Mixed tumors of the lips do not differ histologically from those elsewhere. 
Therefore, it seems unnecessary to attempt either to classify or analyze these 
lesions of the lip in the light of their histologic structure. It is important 
to note, however, that the usually variable histologic pattern of mixed 
tumors, while reflected in lesions affecting the lips, may be somewhat 
restricted. In a surprising number of lip tumors, epidermoid tendencies 
on the part of the epithelial component were striking. These changes were 
manifested by either a typical basal cell character or squamous features 
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Fig. 1.—The epidermoid features of the tumor are clearly shown. In the lower power 
(left) the sheet-like arrangement of the cells may be seen. Note the pools of mucous 
in the upper right corner. In the higher power (right) the squamous character of the 
epithelial cells is evident. Note the attempt at formation of intercellular bridges. There is 
some polymorphism. 


Fig. 2—In the lower power (left) the mixed element of the tumor is prominent. 
Acinar arrangement of the epithelial cells may be seen. Epidermoid (squamous) features 
appear prominently in the epithelium in this area. There is some anaplasia. 


even to the occasional appearance of intercellular bridges and keratin pearls 
(Figs. 1 and 2). In tumors in which these features did not exist, the epithe- 
lium appeared to be of the transitional type, often being arranged in 
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Fig. 3.—The cellular portions of the tumor blend with the myxoid stroma. Notice the 
spindly character of the cells. This lesion had a prominent cellular portion well confined 
to one side. In the higher power (right) the plump active epithelial cells are seen. Their 
irregular arrangement is a feature. Mitotic figures were not a prominent finding. 


“ a 
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Fig. 4.—In this lesion chondroid tissue is prominent. Note the deeply staining cells 
embedded in this material. The presence of clumps of mucous cells in the epithelium 


lining some of the spaces is shown in the higher power (right). This is a striking feature 
of these tumors. 


irregular sheets with finger-like projections into the stroma (Fig. 3). The 
relative proportion of epithelial elements to the myxoid or chondroid stroma 
suggested a more regular pattern than that noted in mixed tumors occur- 


= 
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Fig. 5.—The presence of micro-cysts containing a mucinous detritus was often noted. 
These are shown in both the high and low power. The epithelial cells are small and 
hypochromatic. No evidence of polymorphism is seen. There are occasional chronic 
inflammatory elements. 


ring elsewhere in the body. Cartilage, or chondroid stroma (Fig. 4, left), 
was present in about half of the cases. This again is in keeping with the 
findings of Eggers in whose group 48 per cent exhibited ‘“‘chondroid tissue.” 

The etiologic cycle described by Stewart, Foote and Becker is constantly 
brought to mind by our findings. In those cases where the excretory and 
striated ducts appeared in sufficient numbers to warrant close examina- 
tion, an increase of mucous cells within the lining epithelium of the ducts 
could often be seen. Furthermore, mucous cells within the tumor epithelium 
were frequently noted (Fig. 4, right). Microcysts containing mucin, which 
they described as present in some benign lesions, were likewise occasionally 
seen and are clearly pictured (Figs. 5 and 6). From my observations it 
appears reasonable to classify certain of the lip tumors, perhaps 5 per cent, 
as muco-epidermoid. It is interesting in this connection, that the collec- 
tion of forty-five tumors upon which Stewart, Foote and Becker reported 
did not include any lip lesions. 

Careful examination, employing the usual criteria, failed to reveal frank 
evidence of malignancy in any of the tumors I have studied for this report. 
However, like mixed tumors in general, many bizarre patterns were present 
which often suggested local invasion. In no instance was metastasis re- 
ported but unfortunately it has not been possible to complete the follow-up 
information in all cases of this group. A rather high percentage of these 
tumors appeared well circumscribed, often with a well-developed capsule 
which blended freely with broad bands of fibrous tissue forming a septum- 
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Fig. 6.—In this lesion the multiple micro-cystic formation has progressed to a greater 
degree. There is a more abundant interstitial stroma. The active young character of the 
tumor cells is shown clearly in the higher power (right). 


like arrangement within the tumor. The myxoid or chondroid stroma, 
often rather abundant, is an important feature and is distinctive of the 
so-called mixed tumor. This material appears to develop by transformation 
or through a secretory activity of the epithelial tumor cells. In the process, 
the epithelial cells tend to become separated or are included in the stromal 
background as shown in Figures 1 and 2, right, whereupon they seem to pre- 
sent all of the characteristics of cartilage cells. These cells become more 
slender, push apart from each other, become scattered in the chondroid 
background, and, as the stroma ages, appear morphologically similar to 
cells suggesting mesenchymal origin. This transformation has been described 
in detail by Ehrich."* A clearer understanding of the features of these tumors 
can best be gained by examination of the accompanying photomicrographs. 


SUMMARY AND CONCLUSIONS 


Of nearly 600 mixed tumors examined, from both the major and minor 
salivary glands, thirty-eight, or slightly over 6 per cent, occurred on the 
lips. Thirty-five of these lesions affected the upper, and only three the 
lower lip. It is suggested that the complicated embryologic background 
of the upper arch might account in part for this phenomenon. Another 
theory held by Stewart, Foote and Becker of the etiologic background of 
muco-epidermoid tumors, is suggested as a reasonable explanation for the 
formation of certain of the mixed tumors of the lip. Although only a 


16. Ehrich, E.: Zur der Speicheldriisentumoren; histologische und klinische Unter- 
suchungen. Beitr. z. Klin. Chir. 51:368, 1906. 
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small number (about 5 per cent) of the cases in this report could be 
unquestionably classified as muco-epidermoid tumors, the theory of the 
histogenesis of this tumor might possibly be applicable to a larger group in 
this location. 

Mixed tumors have been studied extensively both etiologically and histo- 
logically. These studies indicate that the lesion is extremely variable and 
probably entirely epithelial in origin. 

Mixed tumors of the lip seem identical in most respects to those ocur- 
ring elsewhere in the body. The rather marked epidermoid tendencies 
of the epithelium and the relative infrequency of the bizarre histologic 
picture usually attributed to mixed tumors are features worthy of note.— 
Army Institute of Pathology. 


EARLY EXPERIENCES IN ALVEOLECTOMIES 


“After extracting the teeth, I clipped off all the mucus tissue 
that filled the space between the necks of the teeth, leaving a 
smooth border. I then dissect back the fibrous mucus tissue from the 
alveolar wall or border about one-fourth of an inch, and cut off 
with a pair of bone forceps the alveolar edge from a fourth to 
three-eighths of an inch deep; this will allow the edge of the mucus 
tissue to come together, having the appearance of a cut only around 
the dental arch. In the cases I have thus far prepared in this man- 
ner, I believe I saved the patients much inflammation and suffering, 
and also nature the task of removing this same matter by absorp- 
tion or effusion. By this process we, in a measure, destroy the mucus 
excretory follicles around the dental border, and thereby they 
sooner become hard and firm. We shall save the risk of leaving 
detached pieces of bone in the gums, to find their way out by 
abscess or absorption. We shall save the patient most of the dis- 
agreeable effects from the effluence from the gums; we can save 
four months’ time in fitting the gums for a permanent set of teeth, 
and not least, in a pecuniary view of the subject, we have better 
shaped mouths and consequently easily fitted and handsomer work 
when done. But the difference in age, health and number of teeth 
to be removed, should be the criterion for our government under 
this operation. I offer these remarks for what they may be worth, 
and hope to hear from some of our able dentists on this, or any 
other mode of preparing the mouth for sets of teeth.”—Dr. A. T. 
Willard, Chelsea, Mass., Dental News Letter. 6:238, July 1853. 
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BILATERAL OSTEOTOMY OF THE MANDIBULAR 
RAMI FOR CORRECTION OF PROGNATHISM 
IN AN EDENTULOUS MOUTH: 

REPORT OF CASE 


G. Peterson, D.D.S., Minneapolis 


History.—Dr. H. K., a white man, aged 28, consulted me for correction of 
his prognathic mandible on January 13, 1944 (Fig. 1). He was edentulous and 
had difficulty with his dentures, his mastication and his speech. It was apparent 
that, owing to his deformity, he could not be helped further with dentures. 

Before loss of teeth a few years previously, he had had difficulty with masti- 
cation owing to the prognathic deformity and relation of his natural teeth. He 
had lost some teeth but most of them had been present and in good condition. 
Orthodontic treatment had been discouraged. He had been advised to have all 
teeth removed and full upper and lower dentures constructed. When. he was 
seen he was wearing full upper and lower vulcanite dentures (Fig. 2, on casts, 
showing the relation). He was having difficulty in mastication and speech. 

Examination.—Clinical: Oral examination revealed an underdeveloped 
maxilla and an overdeveloped mandible. The alveolar ridges had receded, 
indicating that the patient had worn dentures for some time and that trauma 
had resulted. There was no irritation present and the edentulous mouth 
appeared to be normal. There was a long gentle slope from the condyles along 
the posterior borders of the rami and down along the inferior border of the 
body of the mandible. There was no prominence at the angles. On February 10, 
1944, he was examined by his physician and found to be in good physical 
condition. Roentgenographic: Cephalometric and lateral jaw roentgenograms 
of the head were taken. These showed that the rami were of approximately 
average width, and that the inferior dental foramina rami were slightly higher 
than average. The bone structure was normal. 

Preoperative Treatment.—Colloid impressions were taken of the mandible 
and maxilla and casts were made. From the casts and roentgenograms, pre- 
operative determinations were made. It was decided to perform a straight set- 
back of the mandible keeping the relative horizontal planes of the upper and 
lower alveolar ridge relation the same. According to the cephalometric roent- 
genogram, the width of the rami allowed a maximum of seven-eighths inch 
setback of the mandible. (The cephalometric roentgenogram taken at a six foot 
distance gives fairly accurate anatomic dimension.) This would allow the 
butting of the fragments within the limits of safety. Modified Gunning type 
upper and lower denture splints were made of clear acrylic material. These 
were made to interlock with upper and lower anterior teeth. Holes were also 
drilled into the splints through which wires were inserted for stabilization 
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Fig. 2.—Photograph of original dentures on casts. 


during postoperative immobilization (Fig. 3). On February 13, 1944, the 
patient was admitted to Swedish Hospital, Minneapolis. 

O peration—On February 14, 1944, a bilateral osteotomy for correction of 
the prognathic mandible was performed under procaine anesthesia. An incision 
was made on the right side of the neck about 1 cm. behind and below the 
posterior border of the ramus extending downward from just below the lobe 
of the ear for a distance of about one and one-fourth inches. By blunt dissec- 
tion, the parotid fascia was exposed and incised and with further blunt dis- 
section through the parotid gland, the posterior border of the ramus of the 
mandible was exposed. The periosteum was incised and elevated up and over 
the anterior border of the ramus on its lateral and medial surfaces. Determina- 
tions of the safety zone and of the height at which the ramus was to be divided 
were made above the inferior dental foramen by a chisel mark and the bone was 
divided at a predetermined angle with hand saws. A hole was drilled about 
one-fourth inch from the posterior border of the upper fragment and a No. 28 
gauge stainless steel wire was threaded through. A gauze packing was inserted 
into the wound and protected with a sterile towel and the same procedure was 
repeated on the left side. When the left ramus was divided and stainless steel 
wire was inserted into the upper bone fragment as on the right side, the man- 
dible was forced back, the denture splints inserted and locked in place and the 
mandible was fixed and held in the new position. The upper fragment on the 
left side was then manipulated so as to be in its original position, free of tension, 
and butting with the lower fragment which was posterior to the upper fragment 
and overriding in a horizontal position 7% inch. A hole was then drilled into the 
lower left fragment directly below the hole in the upper fragment-and stainless 


Fig. 1.—Patient’s appearance and occlusion of dentures before operation. 
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Fig. 4.—Postoperative photographs showing change in patient’s appearance and 
occlusion of new dentures. 


steel wire was threaded through and tightened, thereby immobilizing these frag- 
ments by direct wiring. After all bleeding was controlled, the fascia was. closed 
with oo catgut suture and the skin with No. B deknatel silk suture. The*super- 
ficial tissue on the right side was then reinjected with procaine, the wound re- 
entered, the fragments positioned and wired and the wound closed as on ‘he left 
side. Split Penrose drains were sewed in and dressing applied. An elasti¢ band- 
age attached to a doctor’s operating room cap was applied to the head to help 
keep the mouth closed and to aid in stabilizing the mandible. The patient left 
the operating room in good condition. 

Postoperative Treatment.—A bland high caloric liquid diet was prescribed. 
The Penrose drains were removed on February 16, 1944. There was a moderate 
amount of swelling and drainage on both sides. 

Course.—The patient left the hospital on February 22, 1944. He was seen 
routinely and drainage of parotid fluid had stopped on the right side by ‘March 
1, 1944. By March 6, there was no further drainage on the left side and dress- 
ings were discontinued. The elastic head bandage was retained to help support 
and immobilize the mandible. The gum tissue as seen through the acrylic 
splints appeared to be free from irritation on March 15, and there was no 
complaint of soreness. 

By April 6, 1944, there was considerable irritation under the denture, splints 
along the lower anterior ridge on the labial and the lingual surfaces. This was 
causing the patient considerable discomfort. The upper splint was comfortable. 
The splints were cut apart and removed from the patient’s mouth for the 
first time since his operation about seven weeks previously, in order to observe 


: 
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Fig. 3.—Photograph of acrylic modified Gunning type splints that were used in the case. 
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the tissues. Movement of the condyles could be felt, denoting clinical union of 
the osteotomy fractures. The patient continued to wear the denture splints 
for the next two weeks as regular dentures during which time he developed 
free movement of the mandible. His dentist then began construction of new 
dentures. The patient had an uneventful recovery. He was examined on 
April 6, 1945. He has free movement in lateral, protrusive and opening excur- 
sions and the incision scars below the ears are scarcely noticeable (Fig. 4). 
Mastication and speech have been materially improved.—9g50 Medical Arts 
Building. 


CONTROL OF NAUSEA 
K. D.D.S., San Diego 


For postoperative nausea occurring while the patient is in the 
office, injection of the following formula is usually effective in about 
one-half hour. 

Prostigmine 1: 2000: I cc. 

Atropine sulfate: grains 1/50 
Dissolve the atropine sulfate in the prostigmine solution and inject 
intramuscularly or subcutaneously. 

For postoperative nausea occurring after the patient has returned 
to his home, rectal suppository is efficient. 

Suppository pentobarbital sodium: grains 2 or 3 

Sig.: One as directed. 
For children, a suppository containing 1 grain of pentobarbital 
sodium is usually adequate. 

Stewart Wolf' demonstrated that the prophylactic oral adminis- 
tration of prostigmine hydrobromide 0.015 gm. and atropine sulfate 
0.0012 gm. will avert nausea due to swinging, rotation, caloric 
vestibular stimulation, etc., by preventing the inhibition of gastric 
contractions. 

Veach,* in 1938, had shown that the hypodermic administration 
of prostigmine and atropine induced vigorous contractile activity 
of the atonic stomach. 

The simultaneous administration of the two drugs prevents 
occurrence of the undesirable side effects of either drug when 
administered alone.—2665 Fourth Avenue. 


1. Wolf, Stewart: Relation of Gastric Function to Nausea in Man. J. Clin. 
Invest. 22:877, November 1943. 

2. Veach, H. O.; Lauer, B. R. and James, A. G.: Effects of Prostigmine 
and Atropine on the Human Stomach. J. Pharmacol. and Exper. Therap. 
62: 422, April 1938. 


PERIODONTAL CYST: REPORT OF CASE 
Loure T. Austin,* D.D.S., Rochester, Minn. 


Dentigerous cysts develop in association with unerupted teeth. They de- 
velop from lower third molars, in many instances, since that tooth often fails 
to erupt. They are not uncommon, however, with unerupted cuspids. In 
the case reported, the cyst developed from an unerupted lower right cuspid. 


REPORT OF CASE 


The patient, a man fifty years of age, came to the Mayo Clinic on March 
30, 1932. 

Examination.—On clinical examination a slight bulging could be felt on the 
labial surface of the mandible. The incisors gave a normal response to tests for 
vitality and their color was normal. General physical examination in this case 
gave essentially negative results. 

During the course of general physical examination a complete dental 
roentgenographic examination was made. This revealed a cyst in the anterior 
part of the mandible which extended from the second bicuspid on the left 
to the cuspid on the right and which had its origin from the unerupted lower 
right cuspid. The crown of the cuspid was within the cyst and there was 
evidence of marked resorption of the crown (Fig. 1a). The lower left cuspid 
also had not erupted and was seen in a position adjoining the cyst. The two 
deciduous cuspids were still present in the arch. 

O peration.—The cyst and the two unerupted cuspid teeth were removed on 
May 24, 1932, under local anesthesia. Exposure was made by means of a 
crescent-shaped incision placed on the buccal surface of the jaw below the 
incisor teeth. The soft tissue was deflected and definite bulging of the bony wall 
was noted. There was no evidence of perforation. The outline of the cyst could 
be observed by the bluish color of the exposedsbony wall. The bony wall was 
thin and was easily incised with a chisel. A dentigerous cyst was found with 
the membranous lining attached to the cemento-enamel junction of the un- 
erupted right cuspid. The cavity was filled with thick cystic material. The cus- 
pid and the membranous lining of the cystic cavity were removed completely. 
The bony cavity was extended laterally and the coronal portion of the impacted 
cuspid on the left was exposed and the tooth removed. The overhanging bony 
process was removed and the soft tissue was replaced and allowed to drop into 
the bony cavity. The soft tissue was closed with several catgut sutures. — 

Course.—The patient made good progress and was dismissed one week later. 
Little swelling and discomfort were experienced. The patient was seen three 
months later. A roentgenogram made at that time (Fig. 1b) indicated that 
satisfactory bony repair was taking place. The incisor teeth had retained their 
vitality and color and apparently were not injured by the surgical disturbance. 


*Section on Dental Surgery, Mayo Clinic. 
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COMMENT 


In this case either complete or partial removal of the epithelial lining of 
the cyst was possible. The former was chosen because with it good results 
are frequent if the cystic cavity is not too large; if the overhanging bony 
process can be removed; if the cystic cavity can be saucered out; and if the 
soft tissues are allowed to collapse into the cavity. Use of this procedure 
also prevents a great deal of postoperative care and changing of dressings. 
Caution must be used in the removal of dentigerous cysts which impinge on 
the adjoining teeth. If the cystic membrane is removed carefully, the vitality 
and function of the neighboring teeth involved will usually be saved and the 
teeth can be retained.—Mayo Clinic. 


Fig. 1.—Dental roentgenograms of a dentigerous cyst (a) associated with an unerupted 
lower right cuspid. The left lower cuspid also was unerupted. Postoperative roentgeno- 
grams (b) showing bony repair three months after removal of cyst. 
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XANTHOMATOSIS (SCHULLER-CHRISTIAN’S 
DISEASE): REPORT OF DENTAL FINDINGS 
IN ONE CASE 


Loure T. Austin,* D.D.S., Rochester, Minn. 


The Schiiller-Christian syndrome of generalized xanthomatosis is of dental 
interest because of the frequent involvement of the maxilla and mandible. 
Attention has been called by many writers to the triad of associated symp- 
toms: exophthalmos, diabetes and defects of the membranous bones. Ken- 
nedy,’ in 1938, reported eight cases among children observed at the Mayo 
Clinic. In five of the cases the mandible and maxilla were involved and loss 
of teeth had occurred. The disease affected the structures of the reticulo- 
endothelial system and lesions were found in all parts of the body. Not all 
of the triad of symptoms was present in every case. However, in his cases, 
defects of the skull were found in almost every instance. Radium and the 
roentgen rays seem to be the most valuable therapeutic agents. Camp’ stated 
that the condition should be distinguished from multiple myeloma, chlo- 
roma, metastatic malignant lesions and focal osteitis fibrosa cystica in order 
that treatment might not be delayed. In his opinion, the condition affects 
children most frequently. He considered that the resorption of bone is of a 
destructive pressure type owing to accumulation of granuloma-like lipoid 
masses in the connective tissue; that the plaque-like zones of destruction 
are different from the granular zone encountered in osteoporosis from hyper- 
parathyroidism; and that the unaffected bones are normal. He stated that 
the roentgenographic appearance of the lesion in bones, particular!y those 
of the skull, is distinctive and diagnostic. The dental findings in a case of 
xanthomatosis will be reported briefly. 


REPORT OF CASE 


The patient, a boy 3 years old, was observed in the dental section, No- 
vember 11, 1937, in the course of his general examination. On physical exami- 
nation he was found to be well developed, poorly nourished and pale. He 
cried continuously. There was no evidence of exophthalmos at that time, but 
it was learned that intermittent marked exophthalmos of the left side had 
occurred once or twice a month. Defects were noted in the left parietal region 


*Section on Dental Surgery, Mayo Clinic. 

1. Kennedy, R. L. J.: Xanthomatosis: Schiiller-Christian’s Disease. Proc. Staff Meet., 
Mayo Clinic. 13:776, December 7, 1938. 

2. Camp, J. D.: Roentgenologic Changes in Malacic Diseases of Bone. Radiology. 
26: 399, April 1936. 
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and there was a healed lesion on the right side of the skull. Other bony defects 
could be felt. Three teeth had been lost spontaneously during the past four 
months and several were loose at the time of examination. There was no 
evidence of diabetes insipidus. Preliminary roentgenograms of the skull and 
long bones revealed well-defined destruction of the superior aspect of the 
petrous portion of the right temporal bone. The humeri were negative. 
Dental roentgenograms (Fig. 1) showed an area of involvement of the mandible 
extending from the lower left deciduous lateral incisor to, and including, the 
lower right deciduous second molar. All the teeth had been exfoliated in this 
region with the exception of the left deciduous lateral incisor and the right 
deciduous second molar. The two permanent central incisors were floating 
in the soft tissue with no bony attachment and undoubtedly would be lost. The 
right cuspid was still retained. There was evidence of beginning calcification 
of the lower right permanent first bicuspid and a radiolucency at the root end 
of the deciduous second molar that indicated the toothbud of the second 
bicuspid, although there was no evidence of calcification as yet. The develop- 
ment of teeth in other parts of the mandible seemed to be fairly normal. 
In the area of involvement, the bony process along the crest of the alveolar 
ridge that normally supports the teeth appeared to have been lost. 


COMMENT 


In the dental roentgenograms of these lesions is observed a distinctive 
type of destruction that typifies this disease. Probably the only other con- 
dition that resembles it is the effect of radium or roentgen therapy on the 
tooth follicle when large doses are used in this region. It is possible that 
irradiation here, as a therapeutic measure, may even add to the destructive 
process.—Mayo Clinic. 


Fig. 1.—Dental roentgenograms of a boy 3 years old who was suffering from Schiiller- 
Christian’s disease. 


PERIPHERAL GIANT-CELL TUMOR (GIANT- 
CELL EPULIS): REPORT OF CASE 


Louvre T. Austin,* D.D.S., Rochester, Minn. 


History—On January 15, 1945, a woman, aged thirty-four years, came 
to the Mayo Clinic because of a swelling in the soft tissue in the region of the 
lower right third molar which was incompletely erupted (Fig. 1). Hypertrophy 
of the soft tissue had been noticed two months previously. 

Examination.—The hypertrophied tissue was dark red, soft, bled easily when 
she brushed her teeth and appeared to be attached to the soft tissues by a rather 
broad base. The condition was painless. Roentgenograms (Fig. 2a) were 
made of the teeth in this region. These revealed malposition of the lower 
right third molar and no destruction of the bony process. 

Biopsy.—Biopsy on the day after admission revealed a foreign body giant- 
cell tumor (epulis). 


* 


Fig. 1.—Giant-cell tumor in the lower right molar region. 
*Section on Dental Surgery, Mayo Clinic. 
Journal of Oral Surgery, Vol. 4, July 1946 2it 
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O peration.—Because of the biopsy, the second and third molars together 
with the hypertrophied soft tissue were removed and the tumor-like mass was 
found to be attached to the gingival cuff of soft tissue between the second and 

> third molars. The tumor was excised and the sockets of the two teeth were 


curetted at that site and a dressing of sulfathiazole and glycerin was placed in 
them. 


Fig. 2.—Dental roentgenograms in a case of giant-cell tumor; a: before operation; 
b: after operation. 


Fig. 3.—Left: The giant-cell tumor removed. Right: Section of the tumor showing 
numerous giant cells. 
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Fig. 4.—Region from which tumor was removed. 


Course.—A postoperative dental roentgenogram showed the extraction to be 
complete (Fig. 2b). A portion of the tumorous mass (Fig. 3, left) was em- 
bedded in paraffin and sections (Fig. 3, right) were prepared for microscopic 
examination which proved that a foreign body giant-cell tumor was present. 
The patient’s postoperative progress was uneventful and she was seen on several 
different occasions. By February 28 the condition was apparently well repaired 
(Fig. 4) and the patient was dismissed. She was advised, however, to return 
if difficulty recurred. 

Comment.—Since growths of the type described tend to recur, removal 
of teeth in the region and thorough removal of the neighboring bony process 
are indicated. The site of the tumor should be observed frequently for a con- 
siderable period and if the growth recurs, it should be excised again and 
cautery applied. 

There is considerable confusion in the literature regarding the classification 
of these growths. Undoubtedly they are benign growths that usually respond 
fairly well to thorough removal of teeth in the region and excision of the soft 
tissue growth with curettement of the overlying bony process.—Mayo Clinic. 


‘ 
j 
o 
4 
| 


DENTIGEROUS CYST: REPORT OF CASE 
Epwarp C. StTaFne,* D.D.S., Rochester, Minn. 


Dentigerous cysts are epithelial-lined sacs which develop in association 
with unerupted teeth and odontomas and arise from amelogenic epithelium. 
The crown of the unerupted tooth is more often within the cystic cavity but 
in many instances the cyst may involve a limited surface of the crown only. 
Many of these cysts grow extensively and may expand and destroy the cor- 
tical bone. The case presented here is one in which the cyst had perforated 
the cortical plate and had become infected. 


REPORT OF CASE 


History—A man, sixty-three years of age, presented himself at the Mayo 
Clinic on May 11, 1944. He complained of pain in the lower left molar region. 
About eighteen months previously he had experienced severe pain in that region 
and since that time the second molar had been painful to pressure. Three 
weeks before coming to the clinic he began to have marked pain and swelling 
which was followed in a few days by drainage of pus. When he arrived the 
acute infection and swelling had subsided. 

Clinical Examination.—Clinical examination revealed a chronically inflamed 
mucous membrane in the second and third molar region and a fistula on the 
buccal surface. The lower left first molar gave a normal response to tests for 
vitality. The second molar did not respond. 

Roentgenographic Examination—Roentgenographic examination revealed 
an unerupted third molar, and associated with it a dentigerous cyst approxi- 
mately 3 by 4 cm. in size which extended anteriorly to the second bicuspid 
region. The roots of the first and second molars had undergone slight resorption 
and a definite defect on the lateral surface of the unerupted third molar was 
noted (Fig. 1a). 

Diagnosis.—A diagnosis of infected dentigerous cyst was made and its re- 
moval advised. The patient was referred for a general physical examination. 
Mild acromegaly was noted but there was no physical finding that contraindi- 
cated removal of the cyst. 

O peration.—The cyst was removed on May 15, 1944, after local anesthesia 
had been induced. The first and second molars were extracted first, after which 
an incision was made which extended from the second molar socket posteriorly 
about 2 cm. Another incision was made extending from the anterior border of 
the first molar socket diagonally forward and downward to the buccal fold. 
The mucoperiosteum was retracted downward exposing the buccal surface of 
the mandible directly overlying the cyst. A perforation of the buccal plate was 
noted at a point slightly posterior to the second molar region. The buccal wall 
including the alveolar crest and the interseptal bone between the first and sec- 
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Fig. 1.—Roentgenograms of dentigerous cyst: a, preoperative; and b, postoperative. 


ond molars was removed to a point below the buccal fold. No attempt was 
made to conserve the buccal portion of the alveolar ridge for it was felt that it 
would be advantageous to reduce the size of the bony cavity as much as possible. 
The root of the unerupted third molar was not firmly fixed in its socket and 
was delivered with ease. The cyst was then freed from the lateral walls of the 
bony cavity with the aid of a blunt instrument. The wall of the cyst was fairly 
thick and firm and it was pulled away from the remaining portion of the bony 
wall and delivered intact. A portion of the upper margin of the mucoperiosteal 
flap was cut away and a dressing of iodoform gauze was placed in the bony 
cavity. 

Course.—The postoperative course was uneventful. A portion of the dress- 
ing was removed on the fourth day and the remainder was removed and 
replaced with another dressing on the ninth day after operation. Subsequent 
changes of dressing were made at intervals for more than two months. Three 
months after operation the cavity had filled with tissue and a roentgenogram 
made on August 21, 1944, showed that the cavity was being filled with bone 
(Fig 1b). 


: 
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Fig. 2.—Photomicrographs illustrating a, defect in third molar and invagination of cyst 
into defect in third molar (X 10) ; and b, layer of cementum on dentin (X 115). 


Biopsy—On microscopic examination the cyst was found to be lined with 
squamous epithelium and there were numerous cholestcrol crystal clefts in the 
walls. The tooth was decalcified and longitudinal sections were made. These 
sections showed marked concave indentation on the side of the tooth (Fig. 2a). 
The wall of the concavity was smooth and a uniform layer of cementum covered 
its surface (Fig. 2b). There was invagination of the cyst into the concavity, 
the outer surface of the cyst wall lying adjacent to the cementum. From this 
finding it appeared that the defect in the tooth was a result of resorption caused 
by pressure of the cyst when during its growth it extended posteriorly beneath 
the tooth. Cessation of growth of the cyst probably was followed by formation 
of a layer of cementum on the surface of exposed dentin. 


SUMMARY 


In dealing with this case, the age of the patient and history of acute infec- 
tion were considered. Therefore, the first molar was sacrificed and the size 
of the bone cavity reduced in size as much as practical, with a view of obtain- 
ing rapid healing and thereby avoiding a prolonged postoperative course. 

An interesting finding noted incidental to removal of the cyst was the 
defect in the tooth from which the cyst had its origin. Unerupted teeth 
which have undergone resorption and with which dentigerous cysts are also 
associated are not an uncommon occurrence but in most cases the unerupted 
teeth had no doubt undergone resorption prior to development of the cyst. 
Instances in which the cyst itself produces resorption of the tooth from which 
it has developed are, however, of relatively rare occurrence.—Mayo Clinic. 


IMPACTED LOWER THIRD AND FOURTH 
MOLARS: REPORT OF A CASE 


Epwarp C. STaFNE,* D.D.S., Rochester, Minn. 


History.—A woman, 28 years of age, was referred by her dentist for removal 
of an impacted lower left third molar and a supernumerary molar which had 
been noted in the region of the second molar. This condition had been noted 
on roentgenograms that had been taken elsewhere a short time previously. 

Examination (Clinical).—The mucous membrane immediately posterior to 
the second molar showed evidence of chronic inflammation. A prominence on 
the buccal surface of the mandible in the region of the second and third molars 
could be felt on palpation. The first and second molars were in normal occlu- 
sion. The result of a general physical examination was essentially negative. 
(Roentgenographic ).—An intra-oral roentgenogram made with the film in the 
customary position revealed an unerupted third molar, lying in a horizontal 
position, its long axis parallel to the occlusal plane. There was also a relatively 
small but well-developed dentigerous cyst. The cyst had forced posteriorly the 
tooth on which it had developed. This finding is not uncommon when a cyst 
develops on a tooth lying in this position, provided the second molar is in its 
normal position in the arch and in functional occlusion. A round radiopaque 
object that could be identified as the crown of a tooth was seen superimposed 
on the roots of the second molar. The roots of the second molar were oblit- 
erated from view (Fig. 1a). 

To determine more definitely the location of the supernumerary molar in its 
relation to the other teeth, a dental film was placed so that it lay directly on the 
occlusal surface of the second molar. The exposure to roentgen rays was made 
from below and on a line parallel to the long axis of the second molar. This 
roentgenogram revealed that the unerupted supernumerary tooth was situated 
buccal to, and with its occlusal surface directed toward, the roots of the second 
molar (Fig. 1b). 

O peration.—Under local anesthesia the unerupted teeth and cyst were 
removed. Pentobarbital sodium, 3 grains (0.2 gm.), was administered one-half 
hour prior to the operation. An incision was made extending from the second 
molar posteriorly and directly over the unerupted third molar. Another in- 
cision was started at the mesiobuccal angle of the second molar and extended 
anteriorly and downward to the buccal fold. The two incisions were joined by 
freeing the gingiva from its attachment to the buccal surface of the second 
molar. The mucoperiosteum was then retracted downward to expose the 
buccal surface of the mandible in the region of the second and third molars. 
With the aid of a chisel a sufficient amount of bone overlying the super- 
numerary tooth was removed to permit delivery of that tooth. This could be 
done without sacrificing the crest of the alveolar bone situated adjacent to the 
cervical portion of the second molar. 


*Section on Dental Surgery, Mayo Clinic. 
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Fig. 1.—Preoperative and postoperative roentgenograms in a case of impacted lower 
third and fourth molars: (a) lateral view; (6) occlusal view; and (c) ten days after 
operation. 


Fig. 2.—Photomicrograph of a portion of the wall of a dentigerous cyst (X 130). 


A portion of the bone lying to the buccal side and directly over the crown 
of the unerupted third molar was also cut away. A chisel was used to obtain 
a transverse cut through the cervical portion of the tooth, thereby separating 
the crown of the tooth from its roots. The crown was removed, after which 
the roots were readily delivered through the space that had been created by 
the removal of the crown. The dentigerous cyst was sent to the laboratory for 
preparation of microscopic sections. 

An iodoform gauze dressing was placed in the wound and the mucoperi- 
osteum was replaced in its former position and sutured. The incision which 
had been made posterior to the second molar was not closed, allowing for 
future removal of the dressing. 

Course.—On the following day the patient’s temperature was normal and 
there was a moderate amount of swelling and trismus present. The gauze 
dressing was removed on the fifth day after operation and replaced with a 
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surgical paste. The wound was last observed thirty days postoperatively when 
it was noted that the cavity had become largely filled with tissue. 

A postoperative roentgenogram made on the tenth day showed that an 
appreciable amount of bone remained to support the second molar (Fig. 1c). 

A photomicrograph of a portion of the wall of the dentigerous cyst is shown 
in Figure 2. The cyst was lined with squamous epithelium and there was 
evidence of inflammation present. 

Comment.—This case clearly illustrates the value of a preoperative roent- 
genogram which provides an occlusal view. This view gives added information 
as to the location of the unerupted tooth in relation to other structures and it is 
particularly advantageous in instances in which the unerupted tooth is situated 
in a transverse position in the mandible. 

An interesting feature of the case was the presence of the supernumerary 
molar, for its occurrence is relatively rare. Several years ago a tabulation was 
made of 500 supernumerary teeth, revealing that only ten (2 per cent) were 
lower supernumerary molars.—Mayo Clinic. 


Mission of Surgical Specialists in U. S. Army—The ambition of 
the Surgical Consultants to the Surgeon General of the U. S. 
Army has been to establish definitive treatment of wounded sol- 
diers in a parallel direction to the trend in specialization which 
has been fostered in this country during the last two decades. 
Medical schools have emphasized the importance of formalizing 
programs of apprenticeship in the various special fields of surgical 
endeavor and the Army has profited thereby. As a result of this 
educational development, more capable young surgeons were avail- 
able to the Army at the beginning of this war than was ever the case 
before. It but remained for the Surgeon General’s Office to imple- 
ment their assignment in appropriate installations to the end that 
their talents might be used to the fullest. The results are reflected 
in present day mortality and morbidity statistics. That the Army of 
the future may profit by this experience to the end that it develops 
specialization within its own ranks and encourages formalized train- 
ing by its own officers for its own officers in large army hospital- 
clinic centers geographically distributed through the country is pos- 
sible. There are in the Army at this time sufficient civilian surgeons 
to willingly forward such a program were they encouraged in the 
belief that their suggestions and exarnples would be welcome. 
Planning to this end is imperative —Fred W. Rankin, Surg., Gynec. 
© Obst., April 1945. 


MEDIAN ANTERIOR MAXILLARY CYST: 
REPORT OF CASE 


Epwarp C. Starne,* D.D.S., Rochester, Minn. 


Median anterior maxillary cysts originate from epithelial remnants which 
persist in the anterior palatine canal. Most of them are lined with squamous 
epithelium but they may be lined in some instances with ciliated columnar 
or cuboid epithelium. They may occur as a single cyst either in a common 
canal or in a major lateral canal (Stensen). Two cysts may occur, in which 
case they develop independently of one another in each of the major lateral 
canals. The case reported is that of a single cyst which was lined with 
squamous epithelium. 


REPORT OF CASE 


History and Examination.—A man, sixty-nine years of age, was seen on 
December 5, 1939, incidental to a general physical examination. A dental 
roentgenogram revealed a cyst about 2 by 3 cm. in size in the anterior region of 
the maxilla (Fig. 1a). The patient had experienced no discomfort in that 
region and was unaware of the presence of the cyst. He returned on February 


Fig. 1.—Roentgenograms of median anterior maxillary cyst: a, December 5, 1939; and 
b, February 2, 1945. 
*Section on Dental Surgery, Mayo Clinic. 
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Fig. 2.—Photographs taken a, preoperatively; b, c, d and e, during removal of the 
median anterior maxillary cyst; and f, on eighth postoperative day. 


2, 1945, when he gave a history of having had intermittent pain and swelling 
in the anterior part of the palate. On one occasion, it had been lanced with 
subsequent drainage of pus for a period of several weeks. A roentgenogram 
made on February 2, 1945, showed that there had been no increase in size of the 
cystic cavity (Fig. 1b). A tentative diagnosis of median anterior maxillary 
cyst was made and its removal was advised. 

O peration.—The cyst was removed on February 5. A photograph which was 
made immediately before operation is shown in Figure 2a. It shows a much 
contracted and atrophied anterior palatine papilla. In the median line and 
about 1 cm. posterior to it there is an invagination in the epithelium, at which 
point drainage from the cyst had previously taken place. An incision was made 
directly over the crest of the alveolar ridge extending from the bicuspid region 
on the left to the bicuspid region on the right. In the anterior region the incision 
followed a course anterior to the palatine papilla since the papilla is invariably 
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METRIC 


Fig. 3.—Photograph of cyst (gross specimen). 


attached to the cyst (Fig. 2b). The mucoperiosteum was then retracted by 
raising first the lateral borders and freeing to a point at the midline immedi- 
ately posterior to the cyst. From this point it was freed anteriorly to the anterior 
palatine papilla which was then freed by severing its attachment to the cyst. 
The mucoperiosteum can be separated from the cyst with greater ease if 
this procedure is followed. When the flap was retracted a fairly large portion 
of the cyst was exposed and could be seen protruding slightly from the palatal 
surface (Fig. 2c). The cyst was then freed from the walls of the bone cavity by 
blunt dissection. At its upper surface it was continuous with and firmly attached 
to the contents of the anterior palatine canal. This attachment then was severed 
and the cyst was removed intact. After removal it was found that the labial or 
anterior wall of the bone cavity was intact. At a point on the superior surface 
the cyst had eroded and perforated the bony floor of the nares. A photograph of 
the bone cavity formerly occupied by the cyst is shown in Figure 2d. The entire 
wound was sprayed with sulfathiazole powder and the mucoperiosteum was 
replaced in its normal position and sutured (Fig. 2¢). 

A small incision was made through the mucoperiosteum, a short distance 
posterior to the anterior palatine papilla at the site of the old fistula, to provide 
an opening for the insertion of a gauze dressing. The dressing which consisted 
of a strip of vaseline (petroleum jelly) gauze, 2 inch wide, was then placed in 
the bone cavity. 

Course.—The dressing was removed on the fifth postoperative day and was 
replaced with another dressing which was smaller in size. Subsequent dressings 
were made to provide drainage until the cavity had been largely replaced by 
soft tissue. A photograph which was made on the eighth day after removal of 
the cyst is shown in Figure 2f. Figure 3 is a photograph of the cyst after its 
removal. A portion of the fluid it contained had escaped and the cyst had 
partially collapsed. A cross section of the cyst is shown in Figure 4a and a 
photomicrograph of the cyst wall, showing the squamous epithelium lining and 
the marked inflammatory condition present, is illustrated in Figure 4b. 
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Fig. 4.—Photomicrographs showing a, cross section of cyst (5); and 6, portion of 
cyst wall (X 170). 


SUMMARY 


This case illustrates the most common location and direction of growth 
of median anterior maxillary cysts. The greatest expansion of the cyst almost 
always takes place posteriorly in the palate. The nearest and most con- 
venient access to the cyst is on the palatal surface; therefore the palatal 
approach for the surgical removal of the cyst is the one of choice. Rarely 
the cyst extends anteriorly and perforates the labial palate and in those 
instances only may a labial approach be indicated for its removal.—Mayo 
Clinic. 


MEETING OF AMERICAN BOARD 
OF ORTHODONTICS 


The 1946 meeting of the American Board of Orthodontics will be 
held at the Broadmoor Hotel, Colorado Springs, Colo., Septem- 
ber 26, 27, 28 and 29. Orthodontists desiring to be certificated by the 
board may obtain application blanks from the secretary, Bernard G. 
deVries, 705 Medical Arts Building, Minneapolis 2, Minn. 


CENTRAL GIANT-CELL TUMOR: 
REPORT OF CASE 


Epwarp C. StaFne,* D.D.S., Rochester, Minn. 


The benign giant-cell tumor is a solitary growth which is not associated 
with polycystic disease. It has its origin in the medullary portion of the bone 
and as it increases in size it invades and expands the cortex and may per- 
forate it. Codman’ considered this type of tumor a result of repair after 
an intra-osseous hemorrhage while Geschickter, Copeland and Bloodgood’ 
regarded it as a true neoplasm. The most common location of benign giant- 
cell tumor is in the symphysis and bicuspid regions of the mandible and in 
the canine fossa of the maxilla.’ In the case reported here the growth oc- 
curred in the region of the symphysis of the mandible. 


REPORT OF CASE 


Examination.—A woman, twenty-nine years of age, was first seen on Sep- 
tember 4, 1940, during the course of a general physical examination, at which 
time a complete dental roentgenologic examination also was made. The dental 
roentgenogram revealed a radiolucent region in the anterior part of the man- 
dible which extended from the cuspid on the left to the cuspid on the right 
(Fig. 1a). The roentgenographic appearance suggested a single bone cavity, 
the borders of which were not as clearly defined as those of periodontal cysts. 
The apical portion of the roots of the four incisors had undergone slight resorp- 
tion and there was partial destruction of the interseptal bone adjoining the 
central incisors. The patient had experienced no discomfort and was unaware 
of any abnormality in that region. On clinical examination it was found that 
the teeth were in normal occlusion, firm and not painful to pressure. The two 
lateral incisors failed to respond to tests for vitality by thermal and electrical 
methods. What association this finding may have had with initiating the lesion 
is problematic. In view of the roentgenographic appearance, a lesion other 
than a periodontal cyst was suspected and removal was advised. 

O peration—The tumor was removed on September 12, 1940, after local 
anesthesia had been induced. A straight Horizontal incision was made on the 
labial surface extending from a point directly over the second bicuspid on the 
right to a point over the second bicuspid on the left and approximately at the 
level of the root ends of the incisor teeth. When the mucoperiosteum was 


*Section on Dental Surgery, Mayo Clinic. 
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Fig. 1.—Roentgenograms in a case of central giant-cell tumor: a, preoperative; and 
b, postoperative. 


retracted, it was found that much of the labial plate of bone had been eroded 
and on removal of what remained of it, a firm tissue of brownish color could be 
seen. The appearance of the tissue justified a tentative diagnosis of giant-cell 
tumor and in view of the apparent invasion of the periodontal membrane and 
interseptal bone, it was decided to remove the incisor teeth. The incisors were 
carefully extracted so as to preserve the crest of the alveolar process. 

The content of the bony cavity was then removed by blunt dissection where- 
upon it was found that a portion of the lingual plate also had been destroyed. 
In view of the tendency for giant-cell tumor to invade the adjoining bone, the 
walls of the cavity were curetted and then cauterized by chemical means. 
Microscopic examination of the tissue removed confirmed the diagnosis of 
giant-cell tumor (Fig. 2). 

The cavity was filled loosely with a vaseline (petroleum jelly) gauze dressing 
on which sulfathiazole powder had been sprayed. 

Course.—The dressing was removed on the fifth postoperative day, at which 
time there was profuse hemorrhage and the dressing was replaced. Subsequent 
dressings were made at intervals for a period of five weeks, after which it was 
no longer necessary to continue them. Because of greater vascularity it appears 
that organization and healing occur more rapidly in bone cavities of this nature 
than in cavities of like size from which epithelial-lined cysts have been removed. 

A roentgenogram made on March 14, 1941, showed that the cavity formerly 
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Fig. 2.—Photomicrograph of portion of tumor showing giant cells ( 175). 


occupied by the tumor had been replaced by bone with the exception of a 
small defect in the center. This defect could be anticipated, for often complete 
replacement of bone does not occur in instances in which the lingual and labial 
bony walls have both been destroyed by a tumor or cyst. In a roentgenogram 
made on February 6, 1945, the defect still was present (Fig. 1b). At that time 
more than four years had elapsed and there was no evidence of recurrence of 
the tumor. 


SUMMARY 


In dealing with benign giant-cell tumor, complete removal is essential. 
This measure will give some degree of assurance against recurrence. Because 
of its unpredictable nature it is advisable also to make postoperative 
roentgenographic examinations at intervals over a period of several years 
after removal.—M ayo Clinic. 
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FUNDAMENTALS AND TECHNIC OF SURGICAL 
PERIODONTAL PACKING 


Raout H. Bianguie,* D.D.S., San Francisco 


The development of a sedative surgical dressing with setting properties 
has been a salutary complement to the various operative procedures whose 
objective is the eradication of periodontal lesions. Its principal value has 
been to overcome certain untoward symptoms that are left in the wake of the 
removal of detached soft tissues or tumors when allowed to heal without 
protective measures. The methods of periodontal therapy that have been 
benefited by the use of this dressing are the surgical, chemical, electro- 
coagulation and electrocautery procedures. Probably the oldest among 
these is the surgical method, whose principles have been known and 
practiced for several centuries but which oftentimes resulted in the extraction 
of the teeth, owing to lack of adequate means to counteract postoperative 
discomfort and sensitivity. The dental profession is indebted to the men who 
developed the periodontal surgical dressing or packing that forms the basis 
of those in general use at the present time. 

The use of a hard-setting dressing, following the cutting or destruction 
of vascular tissues, at first appeared revolutionary in periodontal therapy. 
The oral dressing has made possible the saving of many teeth that without 
its use would have been sacrificed. 


FORMULA 


The powder consists of zinc oxide 70.25 gm., hydrogenated rosin 29.40 
gm., and zinc acetate 0.25 gm. The liquid consists of eugenol 85 cc. and 
olive oil 15 cc. 


PHYSICAL PROPERTIES 


When spatulated together the powder and liquid portions form a plastic 
material whose setting time can be regulated. The powder is composed 
mostly of zinc oxide C.P., to which has been added finely ground rosin. 
Other ingredients are sometimes added. The zinc oxide should be chemically 
pure, as it may otherwise contain traces of arsenic which could have disas- 
trous effects on the alveolar process. The liquid part contains mostly eugenol 
and a little olive oil. When properly mixed and packed correctly into posi- 
tion, this material adheres sufficiently to soft and hard structures alike and 
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forms a protective seal over them. Eugenol possesses the most important 
therapeutic value of the dressing. According to Prinz, this drug has antisep- 
tic, stimulating and local anesthetic properties. The zinc oxide, besides pro- 
viding the bulk of the material, is astringent in character and assists in con- 
tracting the blood vessels. Other ingredients act as binding agents or fillers. 


CHEMICAL PROPERTIES’ 


Zinc oxide, when combined with eugenol in the presence of minute 
quantities of water, reacts to form zinc-eugenol salt. The reaction can be 
retarded almost indefinitely if the oil and the powder are anhydrous, 
although the moisture content must be extremely low to retard the action. 
Conversely, the reaction is accelerated by the addition of water or of sodium 
acetate solution. 

Eugenol occurs in a number of essential oils, such as oil of cloves, oil 
of pimiento, oil of bay and many others. The eugenol combines directly 
with bases to form a salt. Some other substances having the property of 
direct salt formation with zinc oxide are balsam of Peru, vanillin and old 
oil of orange or old oil of lemon. All of these oils can be used to modify the 
sting of the eugenol. 

The ingredients that act as fillers do not enter into the reaction. Zinc 
oxide will form a resinate with rosin, but this reaction will not occur by 
the simple method of spatulating them together. The rosin can be present in 
either the powder or the oil or in both. The oil of cloves or the eugenol can 
be cut to a very low point and the reaction will still occur and bind the mass 
together, but the strength of the material when set will be reduced. 


MIXING OF THE DRESSING 


The proper manipulation and application of the packing over the oper- 
ated areas of the periodontium are requisites toward obtaining satisfactory 
results. In spite of available accurate information regarding the mixing 
and applying of the dressing, a great deal of uncertainty seems to prevail 
about the entire procedure, with the consequence that unsatisfactory results 
often obtain. A common error seems to be the mixing of the material to an 
insufficient consistency and the attempt to place it into position while it is 
in a sticky or flowing state. It should be spatulated evenly and smoothly, 
incorporating the powder as fast as the liquid will absorb it until it reaches 
the stiffness of putty and will not adhere to the fingers. This cannot be 
accomplished very readily with an ordinary cement spatula. A spatula 
with a long and broad surface will facilitate the mixing. A paper cement 
pad will be found most practical for making the mixture. Benzol is an 
effective solvent to remove traces of the dressing from any surface. 


1. Important contribution to this work was made by Dr. Karl J. Humphreys, 
Pasadena, Calif. 
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TECHNIC OF APPLICATION 


A suitably designed instrument with a flat spear-shaped blade is indicated 
for placing the dressing into position. The interproximal spaces should 
first be packed, starting at the most posterior one. Sufficient dressing is 
picked up with the packing instrument and is forced through the inter- 
proximal embrasure, from the buccal to the lingual side, by giving the 
instrument quarter turns toward the contact point until a certain amount 
of the packing appears through the lingual side. This is quite important, 
as most of the postoperative pain emanates from the interproximal tissues. 
Failure to completely pack this space will result in undue pain and, also, 
in the possibility of an excessive amount of granulation tissue. The excess 
amount of dressing, on the buccal or labial side of the embrasure, can be 
molded, with the aid of the cheek or lip, to cover the section between the 
packed interproximal spaces. The lingual portion of the packing is then 
pressed with the tip of the index finger so as to form a button which will 
lock the material in the interproximal space. A thin roll of packing of 
sufficient length to cover the distal surface of the last tooth and the entire 
lingual ridge is molded with the fingers. This roll is placed into position 
by first looping one end around the last tooth and then pressing the remain- 
ing portion against the lingual surface where it will adhere to the buttons. 
A moistened cotton roll will be found suitable to smooth the surfaces of 
the dressing by pressing on them. The setting of the packing will be accel- 
erated by coming into contact with the saliva. 

Care should be exercised to apply only a minimum amount of packing 
which needs to extend not more than a few millimeters beyond the incised 
margins of the soft tissues. A bulky mass is very uncomfortable for the 
patient and is not necessary. The packing should have a smooth surface 
so as not to irritate any portion of the oral cavity. 

After packing has been completed, a check should be made to note if 
any of the material interferes with occlusion. Any excessive portion should 
be carefully removed without disturbing the remaining mass. In a close 
overbite, it is sometimes difficult to have adequate space on the lingual 
ridge of the upper incisors. In such cases, the amount of packing used 
should be reduced to a minimum. Interproximal spaces, where shallow 
pockets existed, are more difficult to pack than the deeper ones. The pack- 
ing procedure in these cases will be facilitated by using a stiffer mix of 
dressing than that used ordinarily, since a stiffer mix can be more readily 
forced through the embrasures. 

In surgical cases where bleeding of the incised soft tissues results in 
excessive clotting which, upon being disturbed by the packing, starts bleed- 
ing anew, a certain amount of difficulty may be encountered. The addition 
of tannic acid powder to the packing material before mixing will be found 
of value. If difficulty should persist, the packing is carried out as well as 
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possible under the circumstances and the patient is instructed to return 
the next day when the case may be repacked properly. 

The length of time for the packing to remain in position is dependent 
upon the degree of alveolar bone involvement, the sensitivity of the exposed 
root surface and the tendency of the regenerating tissue to hypertrophy. 
The minimum amount of time should be about ten days in order to permit 
satisfactory organization of underlying granulation tissue. Where alveolar 
bone destruction has been extensive, the packing need be kept in position 
only in the interproximal spaces during the additional time. The purpose 
of doing this is to hold the new tissue in close proximity to the bone and 
mechanically to prevent it from excessive granulation and from resuming 
its former height, which would result in reestablishing a periodontal pocket. 

It is absolutely uncalled for to change the packing every few days. Such 
practice retards healing and causes needless discomfort to the patient. If 
the packing remains solid and no section becomes loose or detached, it 
need not be changed for its entire duration. If a part of the packing should 
drop off or become loose, that section alone can be replaced by patching it 
with a slightly sticky mix of the material, which will readily adhere to the 
original mass. A loose segment of packing will permit food to be trapped 
underneath it. This food will rapidly decompose and produce pain through 
irritation. The sharp moving edges of the packing will also occasion pain. 

A large sickle-type scaler will permit the packing to be removed from 
around the teeth with little or no discomfort to the patient. The packing 
should be carefully lifted away from the tissues along the ridges. The 
button on the external surface of the interproximal space is released by 
gently breaking its edges, and the mass is pushed through to the lingual 
side where it will be freed. 

A slight sensitivity of the exposed root surfaces, after the removal of the 
dressing, may be considered normal and usually disappears gradually. In 
cases where this condition persists, a second application of the dressing will 
be found beneficial. In extreme cases, several applications may be necessary. 
The consistency of this packing should be somewhat softer than that nor- 
mally used so that the eugenol content will be relatively greater. 


THE LATTIG SURGICAL PACK RETAINING SPLINT 


A retaining acrylic splint to assure the absolute retention of the surgical 
pack was devised by Dr. Edward J. Lattig, Assistant Professor of Operative 
Dentistry (Periodontia) , College of Physicians and Surgeons, San Francisco. 
This device permits the placement of the dressing with the assurance that 
the operator will not need to see the patient, on account of the dropping 
off of some of the cement, until the next regular appointment. 

The splint neatly follows the gingival contour of the crowns of the teeth, 
particularly in the anterior part of the mouth. This factor eliminates dis- 
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comfort and embarrassment which might be experienced by the patient 
if the packing covering the anterior teeth resulted in a bulky mass. 

The splint permits the patient to eat his usual foods without danger of 
disturbing the dressing. Possibility of hemorrhage is diminished to a min- 
imum, owing to the close adaptation of the splint. Comfort to the patient 
is at a maximum following surgical procedures, as the splint is smooth and 
of very little bulk. 


METHOD OF CONSTRUCTION 


Impressions are taken of both upper and lower arches with a hydrogel 
material and models are poured in stone. These serve as both study and 
master models. 

All undercuts must be filled with sticky wax directly on the models to 
insure the removal of the splint from the model and to facilitate the place- 
ment of the splint in the mouth. 

The models with the sticky wax relief are then duplicated with a hydrogel 
material. These impressions are poured in plaster and the splint made on 
this plaster model. The reason for making it on plaster is to lessen the 
possibility of breaking the splint when removing it from the flask. The case 
is then packed and cured. 


METHOD OF APPLYING SPLINT 


Before the operation, the splint should first be tried in the mouth and 
checked for fit and clearance, especially in the molar region. After the 
completion of the operative procedure, the mouth can be packed by the 
same technic as was previously described. A second mix of the dressing 
is made of a thin consistency. To this may be added a drop or two of water 
to hasten its setting time. The entire inner surface of the splint is covered 
with this mix, and the splint is then placed into position in the mouth and 
firmly held until the dressing hardens. Any excess of the packing should 
be removed or wiped off with benzol or any other suitable solvent. The 
splint should remain in place from ten days to two weeks and then be 
removed. 

The purpose of the dressing may be summarized as follows: 

1. Controls Postoperative Bleeding—The astringent quality of the 
zinc oxide, together with the pressure exerted by the material itself when 
set, is generally sufficient to stop bleeding following surgical procedures. 
If additional means are necessary, tannic acid powder, in equal parts with 
the dressing powder, may be added to the mixture. 

2. Allays Postoperative Pain—The reduction of pain and discomfort 
may be attributed principally to the sedative action of the eugenol. Protec- 
tion of the incised and exposed tissues of the periodontium from any external 
irritant is also a factor. 


232 JourRNAL OF ORAL SuRGERY 


3. Acts as a Splint for Loose Teeth—Where looseness of the teeth, 
especially the anterior teeth, is symptomatic of an inflamed periodontium, 
the packing will act as a means of fixation and will prevent any undue move- 
ment while the inflammation subsides and contraction of the periodontal 
fibers takes place. 

4. Permits Healing Under Aseptic Conditions.—By forming an effec- 
tive seal over the blood clot covering the operated area, the dressing permits 
new tissue to granulate free from contact with fluids of the mouth and 
food débris. 

5. Prevents the Reestablishment of Periodontal Pocket——New connec- 
tive tissue, following the surgical treatment of periodontal lesions, may 
sometimes have a tendency to resume the height of the original tissues. 
Pressure induced by the packing will cause the regenerating tissue to remain 
at the proper distance from the alveolar process. 

6. Desensitizes Denuded Root Surfaces——The management of this con- 
dition probably constitutes the most important single value of the dressing. 
Owing, undoubtedly, to the action of the eugenol, the susceptibility of 
underlying dentin to thermal changes and local irritants, following the 
removal of overlying soft tissues, can be satisfactorily controlled in the great 
majority of cases.—1172 Flood Building. 


The brain can be trained, as the hand and eye can be trained; it 
can be made as obedient as a sporting dog, and by similar methods. 
In the meantime the indispensable preparation for brain-disci- 
pline is to form the habit of regarding one’s brain as an instrument 
exterior to one’s self, like a tongue or a foot.—Arnold Bennett in 
“The Human Machine.” 
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CYSTIC ADAMANTINOMA | 
(AMELOBLASTOMA) : REPORT OF CASE 


R. G. Knapp, D.D.S., Utica, N. Y. 


History.—A woman, aged 70, was referred to this office on October 2, 1944 
complaining of swelling in the posterior region of the lower left mandibie which 
made it difficult for her to wear her lower full denture. The patient also had 
been suffering peculiar pains in the head, radiating from the frontal region 
through the occiput into the back of the neck. 

Examination.—Roentgenographic examination disclosed a very large central 
tumor which had completely destroyed the bone at the angle of the ramus and 
had bulged out the buccal plate to an eggshell thickness (Fig. 1). 

O peration.—Under nitrous oxide-oxygen anesthesia the entire tumor was 
enucleated. The large cavity was dusted with sulfanilamide, a sterile vaseline 
gauze dressing was inserted and the incision was sutured. . 

Pathologic Diagnosis —The specimen was submitted for study to a patholo- 
gist who reported the growth to be a cystic adamantinoma. 

Postoperative Course.—The sutures were removed four days after the opera- 
tion and the dressing was changed, the area having been irrigated with warm 
50 per cent aqueous solution of hexylresorcinol. Dressings were changed twice 
a week for two months. The patient’s severe head pains ceased completely 
after the operation and she has had no recurrence. For a woman of, this age, 


Fig. 1.—Preoperative roentgenogram of cystic adamantinoma. 
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Fig. 2.—Left: Postoperative roentgenogram taken in January 1945. Right: Post- 
operative roentgenogram taken May 1, 1946. 


recovery was rapid and a postoperative roentgenogram showed the early forma- 
tion of new bone (Fig. 2, left). She began to wear her lower denture again 
with comfort on February 20, 1945. A subsequent roentgenogram shows com- 
plete regeneration of the mandible (Fig. 2, right). By this time the patient 
had regained excellent health and was wearing full upper and lower dentures. 

Conclusion ——The regenerative ability of the mandible is amazing. At all 
ages, this bone seems to show remarkable ability to recover from injury and 
disease.—258 Genesee Street. 


MEETING OF AMERICAN SOCIETY 
OF ORAL SURGEONS 


The twenty-eighth annual meeting of the American Society of 
Oral Surgeons will be held at the Roney Plaza Hotel in Miami 
Beach, Fla., on Thursday, Friday and Saturday, October 10, 11 
and 12, 1946. 


= 
> 


FRACTURE OF THE MANDIBLE: 
REPORT OF CASE 


R. G. Knapp, D.D.S., Utica, N. Y. 


History.—A woman, aged 39, came under my care in September 1941, fol- 
lowing an accidental fracture of the right mandible during the removal of an 
impacted third molar tooth. ' 

Examination.—Roentgenographic examination showed a complete’ displace- 
ment with no teeth in the posterior fragment (Fig. 1, left). The patient other- 
wise possessed most of her teeth with the exception of the molar teeth on the 
side of the fracture. 

O peration.—With no difficulty the teeth were secured in occlusion with 
simple intermaxillary wiring. An immediate postoperative roentgenogram 
(Fig. 1, right) showed that the posterior fragment was decidedly ou: of aline- 
ment. The intermaxillary tie wires were removed and a bite block was inserted 
against the upper molar teeth after which it was possible to reduce the fracture. 
The intermaxillary wiring was replaced to establish normal occlusion (Fig. 2, 
left). 

Postoperative Course-—The patient was given a diet high in calcium and 
phosphorus and the postoperative roentgenogram, taken in July 1942, showed 
a complete union of the jaw (Fig. 2, right). 

Comment.—The advisability of fixation of the posterior fragment to a wire 
extension from a plaster head cast and immobilization of the anterior frag- 
ment by intermaxillary wiring was considered. However, I hesitated to subject 
the patient to the procedure of an external incision at the angle of the ramus 
and to the added discomfort to a woman of the burden of a plaster head cast. 
The results of the simple treatment and the ease with which the patient went 


Fig. 1.—Left: Preoperative roentgenogram of fracture of the mandible. Right: Imme- 
diate postoperative roentgenogram showing nonreduction of the fracture with inter- 
maxillary wiring. 
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Fig. 2.—Left: Postoperative roentgenogram showing bite block and intermaxillary 
— Right: Roentgenogram taken in July 1942 showing complete union of the 
racture. 


through the period of fixation were gratifying. It would seem that simple 
methods of reduction and fixation are most appreciated by the patient, and 
ordinarily they are quite efficacious.—258 Genesee Street. 


CHOLESTEATOMA OF THE MAXILLA: 
REPORT OF CASE 


R. G. Knapp, D.D.S., Utica, N. Y. 


History—A man, aged 26, was referred to this office in December 1939. 
His complaint was severe pain in the head. The patient had been ill for many 
months and was discouraged and despondent. He had lost his job and was 
very uncooperative. 

Examination.—Examination of the mouth disclosed a full complement of 
healthy teeth with the upper right cuspid impacted. Slight bulging was noted 
in the area of the mucobuccal fold in the upper right bicuspid region. 
Roentgenographic study showed the impaction as well as a large tumor which 
had the appearance of a follicular cyst (Fig. 1, left). 

O peration.—The impacted tooth was removed and the cystic area was 
explored. The maxillary sinus was found to be exposed owing to the extent 
of the bone removal required. The entire sinus was filled with a pure white 
crystalline substance which peeled off in layers like an onion and which had 
the characteristic odor of cholesterin. An otolaryngologist, who was consulted 
during the operation, expressed amazement at finding a cholesteatoma in this 
area. The tumor and its contents were completely removed and the sinus cavity 
was packed with sterile vaseline gauze. 
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Pathologist’s Report.—The pathologist reported that no cells or cell structure 
could be visualized. All the mass presented was uncharacteristic, necrotic débris. 

Postoperative Course.—Five days after the operation the dressing was re- 
moved and the area was irrigated with normal saline solution. Dressings were 
changed twice a week for one month. The patient slowly improved and has 
regained normal health. He has made a decided gain in weight and now 
carries on capably as manager of a grocery store. The postoperative roentgeno- 
gram taken in January 1945 (Fig. 1, right) shows the regeneration that has 
taken place. With the exception of a small fistula that extends to the maxillary 
sinus, the patient has made a complete recovery. 

Conclusion.—This is the only case of cholesteatoma which has come to my 


attention. I have been unable to find a similar one in the literature.—258 
Genesee Street. 


Fig. 1.—Left: Occlusal roentgenogram (positive print) taken in December 1939, 
showing impacted cuspid and incisors and the extensive destruction above the maxillary 
sinus region that was found to be filled with a white crystalline mass. Right: Postoperative 
roentgenogram taken in January 1945 showing regeneration of bone. 


Unmitigated seriousness is always out of place in human affairs. 
Let not the unwary reader think me flippant for saying so; it was 
Plato, in his solemn old age, who said it—George Santayana in 
“Soliloquies in England.” 


ARTHROPLASTY WITH FATAL OUTCOME: 
REPORT OF CASE 


Emit F. THoLen, M.D., D.D.S., Los Angeles 


The following case report of an arthroplasty of the left temporomandibu- 
lar joint is of interest because of the serious complications and the post- 
operative care. 


REPORT OF CASE 


History—The patient, a woman aged 23, was in an automobile accident at 
the age of four and received fractures of the mandible and other injuries. 
Soon thereafter she developed ankylosis of the jaw and at the age of nine, five 
years after the accident, she was operated on for ankylosis of the left condyle 
but the condition recurred in one month. At the time she came under my care, 
she could open the jaw about ¥%2 cm. At the age of seven, both mastoid proc- 
esses were operated on and ever since there was occasional slight offensive 
discharge from both external ear canals. She was very deaf and read lips. 

Physical Examination—The heart revealed a localized faint rough systolic 
murmur at the apex. The mandible was badly malformed and the right side 
was underdeveloped. The jaw could be forced open 2 cm. and it deviated 
slightly to the left. There was an old operative scar in front of the left ear. 
The head of the left condyle was indistinct on palpation. The nose and throat 
were negative. The left external ear canal was very small and showed no 
fluid, although the exploring cotton applicator disclosed an offensive odor. 

Laboratory Examination—The urinalysis and blood findings were normal. 
Roentgenograms revealed malformation of the mandible. The right condyle 
was normal; the left condyle could not be visualized owing to the anatomic 
relation of the condyle to the temporal bone. 

Diagnosis.—Ankylosis of the left temporomandibular joint, deformity of the 
mandible and chronic bilateral otitis media and mastoiditis. 

Operation.—On January 30, 1945, under general anesthesia and through an 
external approach in the left preauricular area, the left condyle was resected, 
resulting in wide opening of the jaw on motion. The left condyle was greatly 
enlarged and deformed with fibrous obliteration of the joint space. A small 
rubber drain was inserted and the wound was closed in the usual manner. 

Postoperative Course——January 30. The patient was awake and talking. 
The jaw opened well. 

January 31. The patient was generally drowsy and showed signs of brain 
involvement. Cheyne-Stokes respiration, cyanosis, and rapid pulse with pul- 
monary edema were noted. The blood pressure was 60/10. There was propto- 
sis of the left eye. Medical consultation was called. The patient was in a very 
serious condition and in shock. Intensive therapy was instituted. Plasma, 
metrazol 1 cc., oxygen, penicillin 12,500 units every two hours and inhalations of 


Journal of Oral Surgery, Vol. 4, July 1946 238 


i 


THOLEN—FATAL ARTHROPLASTY - 239 


carbogen (a carbon dioxide-oxygen mixture) were given. A physician was 
called to supervise medical treatments. By evening, the patient was uncon- 
scious but the vascular tone was better. Blood examination showed 68 per cent 
hemoglobin, 24,000 white cells and slight anisocytosis. 

February 1. The blood pressure was 110/70. The patient was improved 
although still unconscious. 

February 2. Sulfadiazine, 1 gm., was started and was given every four hours 
until February 4. Neurosurgical consultation was called. Findings were as fol- 
lows: The pupils were dilated with edematous fundi. Positive bilateral Babin- 
ski reflexes were demonstrated. Spinal puncture revealed clear fluid but variable 
pressure. The patient showed typical decerebrate rigidity. There was slight 
drainage from both ear canals. Thrombophlebitis of the lateral sinuses sec- 
ondary to the old ear trouble was probable. Smears of drainage from the ear 
showed mixed infection. Intensive therapy was continued. Blood examination 
showed a red cell count of 4,100,000, 76 per cent hemoglobin, 14,500 white cells 
and a sulfa level of 8.6 per 100 cc. The urine showed traces of albumin. 

February 13. The patient remained unconscious. Spinal puncture revealed 
clear fluid and a pressure of 200 mm. Pressure exerted on the jugular veins 
caused only slight elevation. Both sides were alike. The patient had a general 
convulsion. The temperature rose to 106.4 F. Blood pressure was 130/80. 

February 14. A blood culture was negative. Urinalysis showed traces of 
albumin. 

February 15. The patient registered septic temperature. There ws less 
proptosis of the left eye and spastic rigidity. A physician examined the patient’s 
ears, nose and throat and diagnosed the old chronic otitis media with mastoid 
and brain complications. 

February 16. The temperature was 106.4 F. Decerebrate rigidity was present. 

February 17. There was improvement in the patient’s condition. The wound 
was closed and there was no drainage. Sulfadiazine, 1 gm. every four hours, was 
resumed. 

February 21. The temperature was almost normal. The pulse was 100 and 
the blood pressure 140/90. The patient was still in a spastic condition with 
the wrists rotated internally. 

February 26. Intermittent fever had recurred. 

February 28. The patient talked rationally and opened the jaw well. The 
wound was healed and pulse and temperature were almost normal. 

March 2. The patient had projectile vomiting. 

March 3. The temperature rose. The patient was very spastic, comatose and 
cyanotic and expired at five p.m. 

Autopsy.—Pertinent findings included localized osteomyelitis of the right 
dural (petrous?) plate and surrounding bone; red softening of the midbrain 
in the region of the basal ganglia and pyramidal tracts and thrombophlebitis 
of both lateral sinuses. The operative wound was healed and dry.—1136 West 
Sixth Street. 


MANDIBULAR FRACTURE WITH A TOOTH IN 
THE FRACTURE LINE: REPORT OF CASE 


Frep G. Repass, D.D.S., M.S.D., Roanoke, Va. 


A comparison of the opinions of several men concerning the presence of 
a tooth in the line of fracture of the mandible has revealed considerable 
variation in judgment as to whether the tooth should be removed before 
reduction of the fracture or should remain with the risk of infection and 
removed at a late. date. 

Jacobs’ has arrived at a good understanding of the many factors that 
may produce such a variation of opinion. He believes that when there is 
a fracture of the roots of a multirooted tooth, that tooth should be per- 
mitted to remain, if its upper portion can be stabilized, because multi- 
rooted teeth act as dovetail splints and help to secure approximation of the 
mandibular fragments, if acute or subacute infection can be prevented. 

Padgett,” in discussing the fractures at the angle of the jaw, says, “When 
a lower third molar comes in contact with the upper third molar in a 
fracture at the angle, the lower third molar very often can be used advan- 
tageously to hold the posterior fragment down and back. If the tooth suf- 
fices for this purpose, it is by far the simplest method of retaining the 
posterior fragment in place.” 

Erich and Austin® state that the only instances in “which they do not 
extract teeth with roots exposed in the line of fracture are those in which 
the tooth is absolutely necessary for fixation of a bony fragment; for example, 
a single molar tooth in a short posterior fragment is better retained for 
fixation than extracted, even though its roots are exposed in the line of 
fracture. However, if such a tooth is retained, they strongly maintain that 
a through-and-through Penrose drain should be employed in order to 
supply the necessary dependent drainage and prevent the spread of infec- 
tion to adjacent bony and soft tissues, if such infection should develop. 


REPORT OF CASE 


History—A woman, aged 28, presented herself after having slipped and 
fallen on an icy pavement, hitting the side of her face against the running 
board of a parked automobile. 


1. Jacobs, Max H.: The Problem of Teeth in the Line of Fracture of the Mandible. 
Am. J. Orthodont. and Oral Surg. 29: 102, February 1943. 


2. Padgett, E. C.: Surgical Diseases of the Mouth and Jaws. Philadelphia: W. B. 
Saunders Co. 1938, p. 138. 


3. Erich, J. B. and Austin, L. T.: Traumatic Injuries of Facial Bones. Philadelphia: 
W. B. Saunders Co. 1944, p. 12. 
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Fig. 1.—Lateral jaw roentgenogram showing a fractured molar tooth in the line of 
fracture of the mandible. The unfavorable plane of the fracture would result in elevation 
of the posterior fragment and malunion if the tooth were removed unless special measures 
were taken to control the position of the fragment. The temporary retention of the tooth 
is indicated to obviate the necessity of employing an intra-oral extension splint or of resort- 
ing to direct surgical wiring of the fragments, skeletal pin fixation or Darcisac’s method. 


Examination.—The left side of the patient’s face was swollen in the region 
of the angle of the jaw. She was unable to bring her teeth into normal occlu- 
sion. The only teeth that came into occlusal contact were the mandibular 
left third molar with the maxillary second and third molars. Roentgenographic 
examination revealed that the patient had a fracture of the mandible through 
the angle of the jaw and extending through the mandibular third molar tooth. 
The crown of the tooth and distal root appeared to be attached to the posterior 
fragment or ramus while the fractured medial root remained in the anterior 
fragment. There was considerable displacement of the posterior fragment 
which had become displaced upwards owing to the unfavorable plane of the 
line of fracture and the pull of the elevator muscles (Fig. 1). 

Treatment.—Under local anesthesia, reduction and fixation of the mandibu- 
lar fracture was accomplished by employing the continuous loop method with 
the aid of intermaxillary elastics (Fig. 2). 

Course.—The elastics were removed about five weeks later. In a few days 
the patient was able to open her mouth sufficiently and the fractured tooth 
and roots were carefully removed (Fig. 2, inset). Examination showed that 
sufficient union had taken place and that it was safe to remove the remaining 
wires from the teeth. 

The patient had an uneventful recovery and at no time were there any 
symptoms of an acute infection about the fractured tooth or mandible. No 
through-and-through Penrose drain was employed in this case. 
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Fig. 2.—Lateral jaw roentgenogram showing satisfactory alinement of the fracture. 
Upward displacement is prevented by the occlusal position of the fractured tooth. Inset: 
Dental roentgenogram taken after extraction of the fractured tooth. 


COMMENTS 


In this case it was felt that the fractured third molar aided in holding 
the posterior fragment down and back. If the tooth and root had been 
removed before reduction of the fracture it would have been necessary to 
resort to some other more complicated method in order to accomplish the 
desired reduction. Merely bringing the remaining teeth of the jaws into 
occlusion and wiring them there would not have taken care of the posterior 
fragment which had been displaced upward owing to the interaction of the 
elevator muscles.—501 Medical Arts Building. 

(In cases of this type presenting considerable mobility, the fractured 
mesial root in the anterior fragment or in the line of fracture may be 
removed before tight and secure rubber bands or tie wires are applied to 
hold the teeth in occlusion. Removal of the root provides additional drain- 


age of the line of fracture and tends to reduce the incidence of infection. 
Editor. ) 
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IMPACTED RIGHT AND LEFT MANDIBULAR 
THIRD MOLARS WITH INFERIOR DENTAL 
NERVES PASSING THROUGH THE MESIAL 

ROOTS: REPORT OF CASE 


Frep G. Repass, D.D.S., M.S.D., Roanoke, Va. 


History—A woman, aged 35, was referred to me by her dentist for the re- 
moval of two impacted maxillary and two impacted mandibular third molars. 
The patient had been complaining of attacks of severe headaches for a period 
of two years. Her attending physician could not find any condition except the 
impacted teeth to which he could attribute the headaches. The physician in- 
sisted that they be removed. 

Examination.—On_ roentgenographic examination, four impacted third 
molars were revealed. The two maxillary third molars appeared to be normal 
impactions. However, the two mandibular third molars appeared to be large 
bulky two-rooted teeth with the crown of each lying below the cervical line of 
its contiguous second molar and completely embedded in bone in a mesio- 
angular position (Fig. 1). The shadow of the mandibular canal could be seen 
in close proximity to the mesial and distal roots of the impacted third molars. 
This complication was fully explained to the patient before operation was 
attempted. 


Fig. 1.—Preoperative roentgenograms of impacted mandibular molars on the left and 
right sides. 


First Operation—Under block anesthesia, the right maxillary and mandibu- 
lar impacted teeth were removed. The maxillary impaction was a normal ex- 
traction, but in removing the mandibular impaction it was found that the in- 
ferior dental nerve passed through the mesial root making it necessary to sever 
the inferior dental nerve before completing the removal of the tooth (Fig. 2). 

Course.—Naturally, following this operation, the patient was left with pro- 
longed anesthesia of the lower lip and jaw. Three months later the patient 
felt that some degree of sensation had returned to her lip and teeth on the right 
side and insisted that the left impactions be removed. 

Second Operation—While removing the left mandibular impaction I found 
it to be identical to the right one, in that the inferior dental nerve passed 
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Fig. 2.—Left: Postoperative roentgenogram of right side of the mandible following ex- 
traction of impacted third molar. Right: Extracted right third molar showing hole 
through the root. 


Fig. 3.—Left: Postoperative roentgenogram of left side of the mandible following ex- 


— of impacted third molar. Right: Extracted left third molar showing hole through 
the root. 


through the mesial root and it was, likewise, necessary to cut the inferior dental 
nerve before removal of the tooth (Fig. 3). 

Course.—After eleven months, the patient stated that she still had some 
anesthesia of the lower lip, more pronounced at some times than at others. She 
still complains of occasional severe attacks of headache, which, however, do 
not appear as frequently as was the case before the teeth were removed.— 
501 Medical Arts Building. 


He who speaks, speaks twice. His words convey his thought, and 
his tone conveys his mental attitude towards the person spoken to. 
—Arnold Bennett in “The Human Machine.” 
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INFECTED COMPOUND COMPOSITE 
ODONTOMA: REPORT OF CASE 


Frep G. Repass, D.D.S., M.S.D., Roanoke, Va. 


An odontoma is a benign tumor arising from the abnormal growth of 
cells of the enamel organ or remnants of the dental lamina. It may consist 
of enamel, dentin, cementum, pulp, fibrous tissue and bone arranged in an 
irregular manner. Classification depends upon the structure of the mass." 

Odontomas may occur in any part of the mouth from the maxillary and 
mandibular dentition. They are often formed from the deciduous tooth 
germ, thus causing a malocclusion in the permanent dentition or preventing 
the normal eruption of permanent teeth. Odontomas may remain quies- 
cent for years and go undiscovered. Like normal teeth, they tend to 
erupt. However, this process may not become active until the neighboring 
teeth are removed and the patient is wearing a denture. In such cases the 
odontoma eventually becomes infected, as in the case to be reported. 

In the compound composite odontoma there are developed within the 
tumor a number of small teeth or denticles composed of enamel, dentin 
and cementum. Mead’ reported a case of a compound composite odontoma 
which he removed and which contained one fully developed central incisor 
and twenty-seven denticles enclosed in a fibrous sac. 


REPORT OF CASE 


History—On March 26, 1945, a white woman, aged 31 years, presented 
herself. Her complaint was soreness and swelling of the right side of the face. 

The family history was not significant. The patient had had the usual child- 
hood diseases and an appendectomy and a tonsillectomy a few years pre- 
viously. She had had all maxillary teeth removed about two years previously 
and had been wearing an upper denture. About a year before, she had a 
small tooth extracted from the region of the infection. It was not sore then, 
but the small tooth extruded through the gum and pushed against the plate. 

Present Illness——About three days before, the pain and swelling began to 
develop in the right side of the face and jaw. The patient was compelled to 
remove the denture because of swelling and soreness. 


Physical Examination.—The patient was a well nourished and well developed 
woman. The right side of the face was swollen and edematous. On the labial 
portion of the right edentulous maxilla at the reflection of the mucous mem- 
brane in the cuspid and lateral region there was definite fluctuation and point- 
ing. The temperature was 99.8 F. Urinalysis and Hinton blood test were 
negative. 


1. Thoma, Kurt H.: Oral Pathology. St. Louis: The C. V. Mosby Co. 1941, p. 960. 
2. Mead, Sterling V.: Oral Surgery. St. Louis: The C. V. Mosby Co. 1940, p. 122. 
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Fig. 1.—Left: Preoperative dental roentgenogram showing compound composite odon- 
toma. Center: Postoperative roentgenogram. Right: The gross specimen. 


Roentgenographic Examination.—The dental roentgenographic examination 
revealed a cluster or conglomerate mass of tooth structure or denticles within 
a sharply defined surrounding envelope with some rarefaction (Fig. 1, left). 

Diagnosis.—Infected compound composite odontoma. 

Treatment.—At the first visit, drainage was established and a drain inserted. 
The patient was instructed to use frequent hot saline irrigations and hot mag- 
nesium sulfate compresses to the jaw. Sedation for pain was prescribed. 

After several days had been allowed for the inflammatory condition to sub- 
side, the patient was hospitalized for the excision of the tumor. On April 13, 
under pentothal sodium anesthesia, a long crescent-shaped incision was made 
starting from the incisor region and extending along the crest of the alveolar 
ridge backward to the bicuspid region on the right side. A mucoperiosteal 
flap was retracted exposing the tumor, as the labial plate of bone had been 
destroyed. Several denticles and an infected fibrous membrane were removed. 
A small portion of sulfathiazole powder was dusted into the cavity and the 
wound was closed with three silk sutures. Postoperative roentgenographic 
examination revealed that all of the odontoma had been removed (Fig. 1, 
center). 

Biopsy—The specimen consisted of several small tooth-like denticles and 
numerous somewhat rounded enamel particles (Fig. 1, right). 

Outcome.—There was an uneventful healing attended by only slight post- 
operative pain and discomfort. However, the patient was unable to insert the 


upper denture for several days following the operation—-501 Medical Arts 
Building. 


A TECHNIC FOR THE REMOVAL OF SALIVARY 
CALCULI FROM WHARTON’S DUCT 


Epwarp E. Lyman, D.D.S., Pasadena, Calif. 
Three patients complained of periodic irritation, swelling, inflammation 


and an ill-defined sense of discomfort in the region of the right submaxillary 
gland. 


Preoperative roentgenograms of three cases disclosing calculi in Wharton’s 
duct on the right side. 


The salivary calculi are shown. 
Journal of Oral Surgery, Vol. 4, July 1946 247 
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Anesthesia was obtained by infiltration of the floor of the mouth with 
procaine hydrochloride 2 per cent and epinephrine 1/60,000. 


A fishhook suture needle clamped in a needle holder was used to support 
and raise the tissues of the floor of the mouth. 


Drawings by M. E. Gemmill. 
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An incision was made and the calculus was removed. 


The incision was closed with ooooo plain catgut sutures and a rubber 
dam T drain was inserted and allowed to remain four days.—595 East 
Colorado Street. 
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THE PRESENT STATUS OF ORAL SURGERY 
AS A SPECIALTY 


Dovuctas B. Parker, M.D., D.D.S., New York 


With the increase of medical knowledge and the perfection of various 
medical and surgical technics has come the demand for more accurate skills. 
Naturally the demand has been for those who can do one thing well to the 
exclusion of other types of work. This has gradually led to the training of 
some physicians in special fields of work. Thus the various specialties have 
been developed. This is a natural growth and development which an ever- 
enlightened public has come not only to expect but to demand. In the course 
of perfecting surgical technics, it has been natural that certain areas of 
regional anatomy have been more carefully studied, thereby giving birth 
to various surgical specialties. A specialty has been defined as “that for 
which a person is distinguished, in which he is specially versed or which he 
makes the object of special attention,” and a specialist as “one who devotes 
himself to some specialty.” 

Medical history antedating the Christian era records the work of many 
physicians and surgeons treating fractures of the jaws. After the middle of 
the nineteenth century the technical skill of the dentist in devising splints, 
appliances and wiring technics for the stabilization and immobilization of 
fractures was adequately demonstrated to the physician, who was very glad 
to refer such cases to the dentist for treatment. Thus a few dentists who 
were particularly interested and who were willing to devote time to hospitals 
and clinics in order to perfect their training have set themselves up as spe- 
cialists in oral surgery. 

Many of the specialties of medicine have developed as an outgrowth of 
war, during which so many injuries occur that some physicians have become 
proficient in treating one type of injury. This was true in the Crimean War 
(1854-1855), the period when modern nursing by women was brought to 
the attention of the world by Florence Nightingale’s work and service. 
G. H. B. MacLeod, reporting “Notes on Surgery of War in Crimea,” 
describes the wounds of the face and jaws and the results of the methods 
of treatment. 

Records from our Civil War (1861-1865) prove that several surgeons 
showed great skill and ingenuity in the treatment of injuries of the face 
and jaw. Following the Civil War, Dr. J. E. Garretson of Philadelphia 
published a “Treatise on Diseases and Surgery of Mouth, Jaws and Asso- 
ciate Parts.” Garretson devoted a large part of his practice to the treatment 
of lesions of the mouth and jaws and he was probably among the first to 
become known as a specialist in oral surgery. He is frequently spoken of 
as the father of oral surgery as a specialty. Garretson was followed by others 
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in Philadelphia who devoted the major portion of their practice to oral 
surgery. Dr. Mathew Cryer was the best known of these men and he con- 
tributed a great deal to the literature and to the education and training of 
oral specialists. One of his contemporaries, Dr. Truman Brophy of Chicago, 
became internationally known for his work in oral surgery, as did Dr. 
Thomas Gilmer and Dr. John Marshall of Chicago and Dr. McCurdy of 
Pittsburgh. All of these men had the advantages of medical as well as dental 
training. With their background they readily gained the recognition of 
the profession as specialists in their chosen field. One of the first dentists 
who developed a wide reputation without having a medical degree was 
the late Dr. Chalmers Lyons of Michigan, who probably did more than 
any other one man to train and fit dentists for the specialty of oral surgery. 
He had the vision and the ideals necessary to make the training of his gradu- 
ate students so complete that they have been recognized in most of the 


communities where they have practiced as especially well qualified spe- 
cialists. 


The character and scope of oral surgery has never been particularly well 
defined. We are indebted to the oral surgery division of the Massachusetts 
General Hospital for outlining the scope of that specialty so that it was 
accepted in 1944 by the Surgical Executive Committee of that institution 
which declared the following to be definite oral surgical operations: 

Extraction of teeth or extraction with alveoloplasty. 

Odontectomy (excision of impacted teeth). 

Treatment, incision and drainage in cellulitis. 

Treatment of sublingual, submandibular and submaxillary abscess when 
of dental origin. 

Reduction of fractures of upper and lower jaws including the treatment 
of lacerations of the face. 

Treatment of osteomyelitis of upper and lower jaws. 

Arthroplasty and osteo-arthrotomy for ankylosis of the mandibular joint. 

Osteotomy for congenital and acquired deformities of the jaw. 

Excision of bone cysts and local tumors of the upper and lower jaws when 
referred from the Tumor Clinic. 

Treatment of diseases of the soft tissues of the mouth. 

Excision of abnormal frenum of the lip and tongue. 


Excision of cysts of the mucous glands and cysts and stones of the salivary 
glands. 


Many dentists for years had refrained from performing any surgery other 
than emergency measures because they had no equipment or training for 
general anesthesia which was necessary before the advent of local anesthe- 
sia. Following the visit of Dr. Guido Fischer to this country in 1911, when 
he demonstrated the use of Novocaine (procaine) for conductive or block 
anesthesia, many dentists became eager to perform surgery. Novocaine 
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anesthesia made it relatively safe to perform operations in the office and 
could be adopted without resorting to general anesthesia equipment and 
all that it implied for office practice. Many inadequately trained dentists 
who were interested in surgery called themselves specialists in oral surgery. 
Many were willing to devote sufficient time to hospitals and clinics and 
some of these became quite proficient. On the other hand, many dentists 
with no definite training and with an inadequate background called them- 
selves oral surgeons and attempted operations for which they were not 
trained. When these cases were unsuccessful, the patient frequently placed 
himself in the hands of a general surgeon or entered a hospital. Such oc- 
currences frequently brought discredit on all dentists who called themselves 
oral surgeons. The physician was unable in many instances to differentiate 
between the adequately and the inadequately trained in oral surgery. This 
was particularly true in the large centers of population. In the smaller 
centers the physicians could be more intimately acquainted with the quali- 
fications and capabilities of a specialist in oral surgery. 


Since the turn of the century some of the major hospitals have recognized 
the fact that a dentist should be an integral part of the hospital attending 
staff. Usually the dentist best equipped for surgery has been chosen for such 
service. The advantage of having a dental intern on the staff of the large 
hospitals was next recognized. These young dentists who were willing to 
devote a year to a hospital internship gained wide experience in extractions 
and minor oral surgery. Their interest in oral surgery frequently was 
stimulated by this hospital experience. In many cases they obtained appoint- 
ments on the attending staff of the clinic or hospital and some were willing 
to prepare for a specialized practice by taking postgraduate or graduate 
courses where such courses were available. In this way, some dentists were 
adequately prepared to call themselves specialists according to the standards 
existing at the time. 


After World War I, many dentists who had witnessed or participated 
in the care of maxillofacial injuries during their military service found that 
they were sufficiently interested in this work to take postgraduate courses 
that would qualify them for oral surgery when they resumed their practice. 
Most of these men confined themselves to the practice of exodontia in the 
office with a minimum of hospital practice and experience. Comparatively 
few ever obtained sufficient experience in other surgical conditions of the 
mouth and jaws to warrant their recognition by the general surgeon as 
specialists in oral surgery. Following World War I the same desire to 
specialize in the medical specialties was prevalent among physicians. These 
men prepared themselves by taking graduate training. The competition 
among specialists in large centers of population was such that specialty 
boards were organized. These boards prescribed the requirements for the 
basic foundation and training of those aspiring to be certified by their 
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American boards to practice their specialties. The standards were rigidly 
prescribed and adhered to and only those physicians who met the require- 
ments, and, on examination before the board showed that they were 
properly qualified, were finally certified as specialists. The standards of 
these specialty boards were such that their diplomates were readily recog- 
nized by the colleges, hospitals, foundations and government agencies as 
qualified specialists. At the present time it is exceedingly difficult for a 
specialist in any of the medical specialties to receive an appointment to a 
hospital approved by the American Hospital Association or the American 
College of Surgeons unless he has the certification of his American board. 
On all applications for professional specialty appointments to the Public 
Health Service, Veterans Administration and Army and Navy, the question 
of certification by the specialty board is always raised. 


In the President’s message to Congress on November 19, 1945, transmit- 
ting his request for legislation for adoption of a national health program, 
the following appears: “Subject to national standards, methods and rates 
of paying doctors and hospitals should be adjusted locally. All such rates 
for doctors should be adequate and should be appropriately adjusted up- 
ward for those who are qualified specialists.” This unquestionably applies 
to those who have certification. The specific question of specialties under 
dentistry has not been formally expressed but is implied in most of the 
health programs. 


The question naturally arises regarding the preparation: and training 
requisite of a physician who wishes to be certified by his specialty board. 
The stipulations vary somewhat with the specialties. All require that the 
physician be a graduate of a recognized medical school, have at least one 
year of a general hospital internship and two to three years residency in 
a hospital whose residency is approved in that specialty. The candidate 
must further give evidence of proficiency by submitting case reports and 
by coming before the board for a written or oral examination. 


Oral surgery as a specialty is a hybrid. It is the chief connecting link 
between medicine and dentistry and is often a common ground where these 
professions meet. Many of the teachers of oral surgery hold both medical 
and dental degrees. The subject is one that is taught only in the dental 
curriculum. In some dental schools the subject of oral surgery is taught 
by a general surgeon who has only a medical degree. The degree does not 
make an oral surgeon. It is almost essential that one practicing the specialty 
of oral surgery should have dental training, whatever other degrees he 
may possess. In some of the large medical centers the director of surgery 
holds the view that any surgeon well grounded in the fundamentals of 
surgery can handle the oral surgery cases and that the dentist should be 
called in to extract teeth or make splints that may be necessary in the 
treatment of the individual case. Unfortunately, very few general sur- 
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geons have a concept of occlusion or of the functional relation of the jaws. 
They know very little about the teeth, and their skill in working on the 
mouth is extremely limited. Consequently, a great deal of their surgery is 
performed through an extra-oral approach and they are often oblivious to 
the resulting function or appearance. The recent war has done much to 
bring the oral surgeon and the general surgeon closer together in the evalua- 
tion of the role that each could and should play in the treatment of 
injuries about the face and jaws. In the early part of World War II, the 
Army detailed medical and dental officers to various universities where 
courses in plastic and maxillofacial surgery were given. The medical and 
dental officers took their training together so that they could work as teams 
in the auxiliary surgical groups or general hospitals. Most of the dental 
officers detailed for this instruction were chosen because of their previous 
background of training and experience. The result of such training and 
teamwork has shown itself in the better care which the maxillofacial casual- 
ties have received. 


What is the present outlook for the specialty of oral surgery? The ade- 
quately trained and experienced man who has devoted a portion of his 
time to hospital and clinical work will continue to receive the recognition 
which his ability will command. The inadequately trained man cannot 
earn the same relative recognition as that commanded by his confrere 
in the medical specialties who has the certification of his respective Ameri- 
can board. Health service is at the threshold of a new era. The advent 
of the sulfonamides, penicillin and streptomycin and other drugs now in 
the experimental process of evolution has made a great change in the 
surgical specialties. There are fewer cases that progress to the stage of 
acute suppuration where surgery is indicated. These developments have 
made great inroads into the practice of nose and throat surgery. Many 
nose and throat specialists are now interested in oral surgery as a possible 
field for their endeavors because it is contiguous to their area of operation. 
If the oral surgeon is trained and qualified on the same standards as the 
medical specialists, the other surgical groups will recognize and accept 
such qualifications. On the other hand, if poorly trained and unqualified 
men who are not certified by the American Board of Oral Surgery continue 
to call themselves specialists in oral surgery, we cannot expect surgeons 
or medical boards of hospitals to accept such men. 


Legislation commonly known as the G. I. Bill of Rights, recently passed 
by the Congress, makes provision for further education of all men who 
have been discharged from service during the recent war. A large num- 
ber of former dental officers of both the Army and Navy are desirous of 
taking advantage of the provisions of this bill by securing postgraduate 
or graduate training in oral surgery. The number of applications received 
by the dental schools of the country are far in excess of the facilities available 
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for adequate instruction. Some dentists desire only a refresher course that 
will better fit them for general practice, while others are planning to pre- 
pare themselves for specialization. There are only a few schools equipped 
to train men for a career of specialization in oral surgery. Such a course 
must include intensive studies in the basic medical sciences and training 
in clinical practice. These courses will eventually be under the tutelage 
and supervision of certified oral surgeons of recognized caliber and the 
clinical training will have to be given in a hospital approved for such train- 
ing. At the present time there are not a dozen institutions in the United 
States that could adequately meet such an assignment. 


Oral surgery has come a long way in the last thirty years and there have 
been developed some outstanding men in this field of endeavor. We are 
now at the crossroads where, unless we secure more adequate recognition 
through the raising of standards by sufficient education and preparation 
equal to the standards of other medical specialties, we will be relegated 
to the bypaths of very minor work. The first step in securing recognition 
is the establishment of a board to set the standards and define the scope of 
oral surgery and to examine and certify qualified men as specialists. Such 
a board should be comprised of the outstanding oral surgeons of the country 
who have contributed to the literature and education as well as to the 
clinic technics. The board should have the backing or nominal support 
of the American Society of Oral Surgeons, the American Dental Associa- 
tion, the American College of Surgeons, the American Hospital Association 
and if possible the American Medical Association. All specialty boards 
in medicine must be approved by the advisory board of medical specialties. 
Approval of oral surgery by this group would prove valuable in securing 
general recognition. Under the provision of the recent bill signed by the 
President, establishing a Bureau of Medicine and Surgery in the Veterans 
Administration, arrangement is made for specialists who have the certifica- 
tion of their specialty boards. If a physician professes to be a specialist in a 
branch of medicine where no specialty board yet exists, his qualifications 
are to be judged by a board of other qualified specialists appointed by the 
Chief Medical Director of the Veterans Administration. 

There is a distinct place for the dentist who is adequately trained in 
applied basic medical sciences and in oral surgery. There are no short cuts 
to such training. It must be based on training relatively equivalent to 
that required by the other medical specialties. While a medical degree in 
addition to the dental degree is very useful and gives considerable prestige 
to the possessor, it is not the essential factor. Hospital training is essential 
as well as fundamental dental training in addition to an adequate back- 
ground in applied basic medical sciences. Training and ability as well as 
certification by a board made up of the outstanding specialists in America 
are the stepping stones to recognition. 
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In the effort to establish residencies in oral surgery in the larger teaching 
hospitals, some authentic organization or board must speak for oral surgery 
in view of the fact that it is not listed under the group of recognized medical 
specialties. It is the hope of many oral surgeons that the American Board 
of Oral Surgery will be completely organized and will function without 
delay as it seems imperative at this time.—121 East Sixtieth Street. 


THE AMERICAN ACADEMY OF ORAL 
PATHOLOGY 


Announcement is made of the organization of The American 
Academy of Oral Pathology devoted to the interests of those 
qualified in the field of oral pathology. This Academy was organ- 
ized through the efforts of the Registry of Dental and Oral 
Pathology of the American Dental Association, Army Institute of 
Pathology, Washington, D. C. 

Any dentist in good standing in the American Dental Associa- 
tion may request membership, provided he has had some ad- 
vanced training in clinical, morphologic, or experimental oral 
pathology, and is endorsed by two Fellows of the Academy. 

Elevation to Fellowship in the Academy is by examination. 
Candidates for Fellowship must, after attaining membership, 
submit evidence of training above the undergraduate training 
level, such as postgraduate study, teaching, research activities, or 
active association with a department of pathology of an accept- 
able institution. Such candidates will be certified for examination 
only after careful scrutiny by the Fellowship Committee and the 
Executive Committee. Successful candidates shall be elected 
Fellows of The American Academy of Oral Pathology and 
awarded a suitable certificate. 

The first meeting of the Executive Committee of The Ameri- 
can Academy of Oral Pathology was held on June 7, 1946, at 
the Hotel Statler, Washington, D. C. The following are the tem- 
porary officers who at present constitute the Executive Com- 
mittee : 

Dr. Kurt H. Thoma, President 

Dr. Lester A. Cahn, President-elect 

Dr. Donald Kerr, First Vice President 

Dr. J. R. Blayney, Second Vice President 
Dr. H. B. G. Robinson, Editor 

Lt. Col. J. L. Bernier, Secretary-Treasurer 
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Fig. 1.—Executive Committee of The American Academy of Oral Pathol- 
ogy. Left to right: Lester A. Cahn; J. R. Blayney; Donald Kerr; H. B. G. 
Robinson; Lt. Col. J. L. Bernier; Kurt H. Thoma and Henry Swanson, 
Chairman, Museum Committee. 


At this meeting the plans of organization were completed and 
Charter Fellows selected. Individuals selected to Charter Fellow- 
ship were those who in a selected preliminary survey had indicated 
active interest in The American Academy of Oral Pathology. 

The first annual meeting of The American Academy of Oral 
Pathology will be held in Chicago, preceding the mid-winter 
meeting of the Chicago Dental Society in February, 1947. Full 
details regarding this meeting will be announced later. 

Further information relative to membership may be obtained 
by addressing Lt. Col. Joseph L. Bernier, Secretary-Treasurer, 
Army Institute of Pathology, Washington 25, D. C. 
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ANKYLOSIS AND TRISMUS RESULTING FROM 
WAR WOUNDS INVOLVING THE CORONOID 
REGION OF THE MANDIBLE: REPORT OF 
THREE CASES 


James Barrett Brown,* M.D., and L. W. Peterson,* D.D.S., 
St. Louis, Mo. 


The pathologic changes appearing in ankylosing processes are known to 
involve the supporting structures of the face and jaw, the surrounding soft 
tissues or both. In the definitive treatment of war injuries, both bony and 
fibrous ankylosis have been encountered around the coronoid process of the 
mandible and the zygoma or malar bone and posterior aspect of the maxilla. 
In some cases, bony ankylosis is further complicated by the presence of ex- 
tensive cicatricial tissue which adds to the problem of mobilizing the jaw. 

An ankylosing process involving the temporomandibular joint may eventu- 
ally extend forward to obliterate the sigmoid notch and may also involve the 
coronoid process of the mandible. Conversely, ankylosis initiated in the 
region of the coronoid process may extend and involve the temporomandibu- 
lar joint. However, the ankylosis encountered is of short duration so that 
osseous growth is confined to the region of the coronoid process and does not 
involve the articulation. 

In a series of 27 cases of limited mouth opening, there were eight cases of 
actual bony ankylosis involving the coronoid process, three of which were as- 
sociated with severe soft tissue cicatrices. Five cases had only a strong fibrous 
attachment between the coronoid process and the zygomatic bone. Of the 
remaining 14 cases, four patients had trismus owing to the presence of 
foreign bodies in kinetic muscular areas and ten cases were attributed di- 
rectly to scarring of muscle and surrounding tissues. 

It is recognized that one of the foremost causes of trismus or false ankylosis 
is the formation of strong fibrous adhesions following laceration and ulcera- 
tion of the soft tissues and muscles attached to the mandible. In war in- 
juries, high explosive flak, shell fragments and hand grenades cause greater 
tissue destruction than missiles from small arms. The resulting badly lacer- 
ated wounds are usually greater in area than in depth. The muscles are very 
irregularly torn, tissues are shredded and devitalized, and the injury is fre- 
quently complicated by fragmentation of bony structures. Treating such 
wounds by primary closure is often inadvisable or impractical. As granula- 
tion progresses, more binding scar tissue is formed. 

Patients with trismus resulting from scarring present a serious surgical 
problem and intervention only tends to cause more scar formation. Tissue 
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Fig. 1.—Left: Mouth block. in position after dense scar between maxilla and mandible 
was excised transversely. Right: Removable dilating appliance utilizing elastic traction. 


flap or skin grafts are not too satisfactory because of the high shrinkage 
factor involved. Simple superficial scar bands can be elongated by Z plasty 
or other local shift of flaps. Time is a big factor in the patient’s recovery. 
Many cases can be aided by dilating the mouth under general or deep 
cranial block anesthesia, incising the scar transversely and blocking the 
mouth in open position for a period of approximately three weeks. This 


allows the tissue to heal with the mandible in an | open position and aids in 
the return of function. 


A wedge-shaped wood block is used for the pected The block is wired 
securely to the teeth after the desired or maximum opening has been obtained 
and is covered with dental compound to avoid irritation of the oral tissues 
(Fig. 1, left). After removal of the block it is necessary that conscientious 
use of a dilating appliance be continued to further insure a satisfactory 
mouth opening. 

Mechanical exercisers of various types are used, including the Darcisac 
tray, and adaptation of splints used in other reconstructional work utilizing 
elastic traction (Fig. 1, right), and an ordinary rubber cork. The latter 
method is most effective in many cases with a little cooperation from the 
patient. 

In a few cases of severe deep cicatricial involvement, not responding satis- 
factorily to this method of treatment, a false joint is provided below the 
binding action of the scar tissue by osteotomy of the ramus and removal of 
a section of the bone. The resulting flail joint is usually firmly fixed by sur- 
rounding scar tissue and good occlusal function is maintained. The patient 
is ordinarily able to masticate a regular diet. 

Frequently, large metallic foreign bodies become lodged in kinetic areas 
and cause trismus owing to reflex muscle spasm. These should be removed. 
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Fig. 2.—Left: Typical roentgenographic appearance of bony ankylosis involving the 
coronoid process. Right: Outline traced in to show amount of bone removed at operation. 
(Picture reversed in printing. ) 


This is not contrary to the teaching that deep-seated healed foreign bodies 
should remain undisturbed, but is essentially a separate consideration, that 
of removing an irritant that interferes with jaw function. 

High explosive bullet or shell fragment wounds involving the region of 
the coronoid process, posterior aspect of the maxilla and zygoma or malar 
bone often result in a true bony or fibrous ankylosis with marked limitation 
in movements of the mandible. Often there are other associated fractures of 
the mandible or bones of the face necessitating immobilization. Fragmented 
bone thus has a chance to become attached to adjacent structures. As healing 
progresses, considerable callus is formed and there is ultimate mechanical 
interference with normal function. 


Roentgenographic diagnosis is often not conclusive, and clinical signs and 
symptoms are very important in diagnosing this type of fibrous or bony 
ankylosis. No cases of bilateral bony fixation have been encountered. In 
some instances of through-and-through wounds, a bony ankylosis may result 
on one side and function may be further impaired by scar tissue on the 
opposite side. This condition complicates the clinical picture and accounts 
for a deviation to the scarred side following removal of the ankylosed seg- 
ment. In unilateral ankylosis, slight movement can be elicited on voluntary 
motion and the jaw swings to the affected side. In true ankylosis, protrusion 
of the jaw is slight or entirely lacking, while in the soft tissue cicatricial in- 
volvement there is a definite normal thrust of the mandible. Clinically, dif- 
ferentiation between fibrous and bony ankylosis can often be determined 
by forcibly manipulating the jaws. The patient experiences pain beyond a 
certain point in the fibrous type but not in bony ankylosis. 

The operative treatment for both fibrous and bony ankylosis involving 
the coronoid process is the removal of this process and adjacent involved 
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bone, the effect being the same whether or not actual bony union occurs. 
Endotracheal administration of ether or procaine cranial block anesthesia is 
used and the intra-oral approach is the method of choice. An incision is 
made in the maxillary fornix extending down the anterior border of the 
coronoid process and the ascending ramus is exposed by blunt dissection. 
The periosteum is excised and reflected from the bone. The ankylosis is lo- 
cated and chiseled free. Usually the coronoid process is removed, creating a 
sufficiently large defect to make reunion impossible (Fig. 2). 

Directional sutures are placed to close the mucous membrane and a gauze 
drain is lightly placed in the defect. Postoperative edema is controlled by 
applying an external pressure dressing. 

In treating ankylosis of the temporomandibular joint, many operators 
advocate placing a fascia flap or muscle tissue over the severed bone ends, 
but this procedure is not necessary in this operation if enough bone is re- 
moved. The crux of the entire operative procedure is the removal of a suf- 
ficiently wide section of bone and thorough débridement of the wound before 
tissue closure. In most cases, no attempts are made to open or dilate the jaw 
for several days. The patient is encouraged to exercise the jaw as soon as is 
possible without undue discomfort. 

The ankylosis more frequently exists between the fragmented segment of 
the coronoid process and the zygomatic or malar bone but there may also 
be enough displacement so that the posterior region of the maxilla is in- 
volved. In many cases, where a small bony attachment exists, it is important 
to free all of the tendinous attachments of the temporal muscle before 
chiseling loose the ankylosed segment. If this is not done, the resultant tem- 
poral muscle spasm will displace the freed tip of the coronoid process into 
the region of the temporal fossa where it is almost impossible to recover. 

Usually, there is only a minor amount of bleeding encountered during this 
surgical procedure, but should one of the larger branches of the internal 
maxillary artery be encountered, the bleeding can be controlled by packing 
the wound. 

Removing the coronoid process reduces the probability of further facial 
deformity that may be caused if a portion of the malar bone is removed. 
The intra-oral approach also avoids possible postoperative complications 
owing to involvement of the facial nerve and parotid gland structures. 
Postoperative jaw exercises are of paramount importance in gaining normal 
function. 


CASEI 


History—The patient sustained multiple facial wounds and fractures of the 
facial bones when hit by enemy shell fire in August 1944. 

Examination.—Examination revealed a compound complete fracture of the 
right maxilla. An old depressed fracture of the right malar bone was noted 
communicating to a large external fistula with considerable purulent discharge. 
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Fig. 3.—Left: Amount of mouth opening resulting from severe shell fragment wound. 
Right: Jaw function gained after a section of the ascending ramus was removed through 
the old wound. 


Fig. 4.—Roentgenogram showing pseudarthrosis. 


There had been loss of the hard palate with perforation into both the antrum 
and the nasal cavity. The remaining teeth appeared to be in good occlusion. 
There was practically complete trismus (Fig. 3, left). The patient had had 
generalized débridement and clearing up of the infection. 

Diagnosis —Trismus due to extensive cicatrix. 

O perations—On December 1, 1944, under general anesthesia, the scar tissue 
was broken down and the jaw dilated and blocked open. A slight increase in 
function was gained. 

In August 1945 the old wound on the right side of the face was entered, 
fibrous adhesions were broken down as much as possible and a pseudarthrosis 
was made at about the mid-ramus region (Fig. 4). The condylar fragment was 
firmly fixed. A large section of bone was removed and the wound was packed 
open. The scar on the left cheek was also incised and the mouth was blocked 


open. 
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Fig. 5.—Left: Usual clinical picture of unilateral ankylosis. Right: Postoperative view. 
The mouth continues to deviate slightly to the affected side. 


Fig. 6.—Roentgenogram showing old malar fracture. 


Postoperative Course —The patient’s trismus continued to improve following 
the second operation (Fig. 3, right). The wound on the right side of the face 
healed completely. The mouth opening gained permitted surgical closure of the 
palatal defect. 


CASE 2 


History—The patient was injured in August 1944 by a mortar fragment 
which entered the left cheek just over the ascending ramus and was removed 
through the left nostril. No improvement in function had resulted from several 
months of conservative treatment. 

Examination.—The wound caused by the missile was well healed. There was 


\ 
© 


264 JourNAL oF OrAL SuRGERY 


Fig. 7.—Postoperative roentgenogram. Removal of coronoid process is clearly seen. 


some slight depression of the scar. The zygomatic bone appeared intact. The 
teeth were in good occlusion but there was almost complete immobilization of 
the mandible with deviation to the left side on opening (Fig. 5, left). Pressure 
applied to the jaw caused pain in the region of the left coronoid process. The 
mouth opening was limited to less than 1 cm. 

Roentgenographic examination revealed an old fracture of the zygoma near 
the juncture of the zygomatic process and the malar bone (Fig. 6). Also, there 
was comminution in the region of the left coronoid process. The lateral wall of 
the left maxilla had been destroyed and the antral cavity was opaque. 

Diagnosis.—Fibrous and possible bony ankylosis in the region of the left 
coronoid process and zygoma. 

O peration.—Anesthesia was produced by blocking the second and third divi- 
sions of the fifth cranial nerve with procaine. Through an intra-oral approach, 
the left coronoid process was exposed and was found to be firmly fixed to the 
zygoma by actual bony union. There were also extensive dense fibrous attach- 
ments with some fixing of the coronoid process to the posterior aspect of the 
maxilla. This segment was removed and the fibrous adhesions were freed 
(Fig. 7). A gauze drain was inserted and a pressure dressing applied. 

Postoperative Course —Full mouth opening was gained (Fig. 5, right) fol- 
lowing the use of jaw exercises for a period of two months. 


CASE 3 


History.—The patient was wounded in March 1944 by a sniper’s bullet which 
entered through the left orbit and passed out through the sigmoid notch on the 
right side, fracturing the zygoma and coronoid process of the mandible. The 
patient had had hospital treatment in July 1944 and specialized training for 
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Fig. 8.—Left: Limitation of mouth opening resulting from gunshot wound and 
ankylosis involving the right coronoid process. Right: Postoperative view. The jaw 
now deviates to the opposite side because of scarring. 


Fig. 9.—Roentgenogram showing involvement of the right coronoid process. 


the blind before undergoing definitive treatment for the mandibular injury. 

Examination.—Examination disclosed loss of the left eye and loss of sight of 
the right eye. There was very limite’ mouth opening (Fig. 8, left), the limita- 
tion apparently centering around the wound of exit. The right cheek appeared 
indurated with scar tissue. Jaw exercises were instituted without improvement. 

Roentgenographic examination of the mandible showed an old fracture of the 
right zygoma with slight displacement and a thickening of the right coronoid 
process of the mandible, possibly representing an old comminuted fracture 
(Fig. 9). 

Diagnosis.—Fibrous or bony ankylosis of the right coronoid process with 
probable associated scar. 

Operation.—In February 1945, under procaine cranial block of the second 
and third branches of the fifth nerve, the region of the coronoid process was 
exposed and bony ankylosis was encountered. There were also dense fibrous 
adhesions and binding cicatrix which were severed. A section of the coronoid 
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Fig. 10.—Postoperative roentgenogram. (Picture reversed in printing. ) 


process was removed, a gauze drain was placed in the defect, the mouth was 
blocked open and a pressure dressing was applied. The coronal portion of the 
coronoid process was displaced owing to muscle spasm and was not recovered. 

Postoperative Course——The displaced fragment of bone caused no compli- 
cations and healing progressed satisfactorily (Fig. 10). The packing was re- 
moved on the sixth day. The patient has regained good jaw function (Fig. 8, 
right) .—School of Dentistry, Washington University. 


The conviction that great effort has been made and no progress 
achieved is the chief of the dangers that affront the beginner in 
machine-tending. It is, I will assert positively, in every case a con- 
viction unjustified by the facts, and usually it is the mere result of 
reaction after fatigue, encouraged by the instinct for laziness.— 
Arnold Bennett in “The Human Machine.” 


Speaking generally, a man can contrive, out of an extremely 
modest income, to have all that he needs—unless he needs the 
esteem of snobs.—Arnold Bennett in ““The Human Machine.” 
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Book Keview 


Ora Mepicine. By Lester W. Burket, D.D.S., M.D., Professor of Oral Medi- 

- cine, Thomas W. Evans Museum and Dental Institute School of Den- 

tistry, University of Pennsylvania. 674 pages, 350 illustrations. Price 
$12.00. Philadelphia: A. Lippincott. 

This comprehensive text is an outstanding and timely contribution to the 
literature in the neglected and troublesome field of the interrelation of medi- 
cine and dentistry. The table of contents, eleven sections and thirty-three 
chapters, is evidence of the author’s painstaking and untiring zeal in producing 
a book that should be of inestimable value to members of both professions. 

The first two sections include the subjects of medico-dental relations, the 
dental consultation, the patient’s history and laboratory procedures. Section 
three includes the discussion of fusospirochetal infections, metal intoxications 
and intolerance, diseases of the tongue and dermatologic lesions of dental 
interest, gingivitis and stomatitis. 

In section four the diseases of the respiratory, cardiovascular, gastrointestinal, 
urogenital, reproductive and nervous systems together with diseases of the 
bones, joints and muscles are covered in detail. The presentation of the oral 
aspects of these diseases and the dental implications and managements are 
most valuable. 

Diseases of the temporomandibular joints are discussed in a concise and 
effective manner. These conditions are of great importance to practitioners 
of every branch of dentistry. Continued study in the fundamental problems of 
prevention, diagnosis and methods of treatment is necessary to clarify the 
dental treatment of this common disability. 

Nutritional deficiencies and diseases of metabolism including diabetes and 
pernicious anemia, and diseases of the blood and blood-forming organs are 
included in sections five and six. As in other sections, the oral aspects and 
diagnosis, the details of dental and oral surgical care and precautions indicated 
in these conditions are well presented. Section seven covers the subjects of 
syphilis, tuberculosis and a large group of miscellaneous infectious granulomata. 
Many of these are rare and may present considerable difficulties of diagnosis. 
When confronted by the unusual lesions of these conditions, the dentist or the 
oral surgeon will find this chapter a most useful reference. In chapter twenty- 
five, section eight, the author handles the subject of focal infection, its concept, 
supportive laboratory and clinical evidence in a concise, unprejudiced manner. 
The dental aspects of the focal infection problem are thoroughly and fairly 
presented with emphasis on the widespread neglect of periodontal infection 
which is of first and foremost importance. Diagnosis and treatment planning 
are given due consideration. 

The chapter on oral pediatrics and gerodontics includes a discussion of con- 
genital, hereditary and developmental anomalies and the oral lesions of infants 
and children. The danger of oral foci of infection in children is stressed. The 
author descries the neglect by the dentist of periapical and periodontal infec- 
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tion about the deciduous teeth. The retention of such teeth for the reason of 
space retaining is condemned in view of the potential dangers of bacteremia, 
dissemination of bacteria or their products to distant parts of the body and 
other impairments in health. The oral manifestations of the acute exanthemata 
are included in this chapter. 

Chapter twenty-seven is devoted to the dentist: his hands as affected by 
traumatic and pyogenic infections; accidentally acquired syphilis; x-ray burns 
and dermatitis from numerous causes; respiratory infections; the care of the 
eyes, posture and feet; and the sedentary aspects of his work. These subjects 
of importance to the personal welfare of the dentist are among the topics 
treated. 

Industrial dentistry and the oral manifestations of occupational diseases are 
presented in chapter twenty-eight. 

Section nine, contributed by Major Alvin A. Goldhush (DC) AUS, is a 
timely, concise, yet most interesting and informative discussion of the oral 
aspects of aviation medicine. 

An extensive and up-to-date bibliography placed at the end of each section 
of the text will be most useful to dentists and physicians. 

The illustrations are adequate, well chosen and for the most part excellent 
for the purpose. Some lesions of the oral mucosa, tongue, gingivae and lips are 
notably difficult to photograph. Consequently, occasional black and white 
reproductions fail to show the conditions in a satisfactory manner. This is 
partly compensated by an excellent series of color plates in section ten. 

Section eleven is a useful regional differential diagnostic index of conditions 
of the gingivae, the palate, the cheek mucosa, the tongue, the lips and the 
lymph node enlargements in the cervicofacial region. 

The reader will find this text well organized, thoroughly practical and 
authoritative, most interesting and informative. It can be recommended as a 
reference book for students, general practitioners, oral surgeons and physicians. 


Booxs RECEIVED 


PROFESSIONAL DENTISTRY IN AMERICAN Society. A Historical and Social Ap- 
proach to Dental Progress. Alfred J. Asgis, M.A., Ph.D., D.D.S., Assistant Pro- 
fessor of Oral Surgery and Lecturer on Orientation at the New York Univer- 
sity College of Dentistry. With a foreword by Herman H. Horne, Ph.D., 
LL.D., Professor of the History and Philosophy of Education, School of Educa- 
tion, New York University. Limited edition, illustrated, 260 pages, price $4.50. 
Cloth bound student edition, 176 pages, price $3.50. 


